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Editorial Comment 

> 

This In conformity with a policy 
Issue which was started at the incep- 
tion of this journal, one issue of 
Diseases of the Chest, is devoted each 
year, to the presentation of a picture of 
sanatorium facilities, of the advances 
made in tuberculosis control in one state 
or in a group of states in this country. 

In 1935, the August issue of Diseases 
of the Chest, was dedicated to the State 
of ]Sew Mexico. In 1936, the May issue 
of Diseases of the Chest, was dedicated 
to the State of Missouri. 

This year, it is our priviledge and 
pleasure to dedicate this issue of Diseases 
of the Chest, to the States of Horth Caro- 
lina, South Carolina, Virginia, Georgia, 
and Florida; and the issue is to be known 
as the "South Atlantic States Issue.” 

The tuberculosis problem which has 
had to be faced in the south Atlantic 
states has been a large one, especially 
on account of the large colored popula- 
tion. That this problem is being met in 
these states is evidenced by the sanator- 
ium facilities already at hand and those 
in preparation. The physicians who are 
leading the fight in these states are to he 
congratulated upon their results. The 
tuberculosis mortality for the white po- 
pulation in these states is now about equal 
to those for the entire country. 

Each of the states represented in this 
issue has contributed one or more scien- 


tific papers, dealing with subjects related 
to chest diseases, and written by physi- 
cians who are closely identified with the 
treatment of chest diseases in those states. 
Each of these states lias presented a pic- 
ture through the printed word and by 
illustration, showing the present facili- 
ties for the treatment of the tuberculous 
within those states. 

It is the purpose of the Editorial Board 
of Diseases of the Chest, to eventually 
compile similar issues for each of the 
forty eight states and the District of 
Columbia; either through the publishing 
of the data from single states or in groups 
of states, as was done in this instance. 
With the publication of this issue, seven 
of the forty eight states will have been 
completed. 

The South Atlantic States’ Issue of 
64 pages is the largest yet attempted by 
the editorial board of Diseases of the 
Chest. We trust that it will meet with 
the approval of our readers.- 

The Editorial Board of Diseases of 
the Chest, expresses its appreciation to 
the State Committees under whose direc- 
tion this issue of Diseases of the Chest 
was compiled, and also to the officials 
of sanatoria, tuberculosis societies, and 
to all of the other individuals and agen- 
cies that cooperated to make this issue of 
Diseases of the Chest possible. 

c. M. H. 


\ 
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ASHEVILLE, NORTH CAROLINA 

•1 

I 

• Asheville is proud of those pioneers in medical science whose sterling 
" service in the treatment of tuberculosis brought deserved fame both to them- 
j selves and to this community where they ministered. 

ft 

Several of these honored men have passed on. Their associates and co- 
1 workers still carry on and have upheld the high tradition, winning outstanding 

« recognition from the profession for their valued contributions to the science 

I. of healing. 

'« The environment of Asheville continues. Of course there has been im- 

t“ provement in transportation facilities, and a larger and more modem city has 
t steadily developed. Asheville has the same setting in a beautiful plateau 

“ rimmed round by high ranges of tree-covered mountains. The city is still from 

« 2200 to 3200 feet above sea level and enjoys a low humidity with mild winters 

5 and cool summers. The air is still screened by moisture-laden forests a mile 

= high and more, and the water is still as soft and as pure as nature produces 

* for any area. 

: There are numerous sanitaria, modemly equipped with trained stalls. 

; There are skilled specialists in every department of pulmonary ireatmen . 
There is community sympathy and understanding. 

The splendid Veteran’s hospital at Oteen gives this section the stamp of 
federal approval. The new state hospital for tuberculosis, cases, now neanng 
completion close to Asheville, is an endorsement of this locality by Worm 
Carolina. 

This civic organization will be glad to send more detailed information 
upon request. 

CHAMBER OF COMMERCE 

ASHEVILLE. N. C. 
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FOREWORD: 


This Section of Diseases of the Chest is 
North Carolina's contribution to the South 
Atlantic States Issue of the journal. 

The committee has attempted to portray 
through words and by pictures, the facilities 
that North Carolina has provided for the care 
of the tuberculous. 

It has not been possible in these few 
pages to tell of all of the work that is being 
done in North Carolina for the control of tu- 
berculosis; but we are proud to present the 
pictures of our sanatoria and the interesting 
histories of those institutions. 

The Asheville Section of Diseases of the 
Chest, is dedicated to the pioneers of Tu- 
berculosis Progress at Asheville. . . .It is the 
aim of the Editorial Committee to pay respect 

r 

i I N D 


to those great physicians, who have given 
unsparingly of their knowledge and of their 
energies, so that the scientific treatment of 
tuberculosis could be carried forward. . . . 
and the pages that follow are but a small 
tribute to their valuable work we are com- 

plimented, to be able to add our little bit, in 
commemoration of the Pioneers of Tubercu- 
losis Progress at Asheville. 

The Modem Sanatoria, whose pictures are 
shown in this section of the journal are proof 
that Asheville has kept in step with the pres- 
ent trend of the treatment of tuberculosis and 
other respiratory diseases. 

The committee expresses its thanks to 
those who have assisted in making this issue 
of Diseases of the Chest possible. 

— * 

I 

EX: 1 


BIOGRAPHIES: Drs. Von Ruck, Minor, Dunn, Ambler. 

HOW DOES TUBERCULOSIS HEAL? C. H. Cocke, m.d., Asheville 

THE CHILDHOOD TUBERCULOSIS PROBLEM J. W. Huston, m.d., Asheville 

STERILIZATION OF THE AIR IN THE OPERATING ROOM WITH 

BACTERICIDAL RADIANT ENERGY Deryl Hart, Durham 

ASHEVILLE, THE CITY John D. Topping 

AMBLER HEIGHTS SANATARIUM VIOLET HILL SANATORIUM 

CRAGMONT SANATORIUM SAINT JOSEPH SANATORIUM 

HILLCROFT SANATORIUM ZEPHYR HILL SANATORIUM 

SUNSET HEIGHTS SANATORIUM KIWANIS PREVENTORIUM 

VETERAN'S ADMINISTRATION FACILITY I. R. Wagner, m.d„ Oteen 

WESTERN NORTH CAROLINA STATE TUBERCULOSIS SANATORIUM; 
NORTH CAROLINA STATE SANATORIUM.-..P. P. McCain, m.d, Sanatorium 

GUILFORD COUNTY SANATORIUM M. D. Bonner, m.d.. Jamestown 

MECKLENBURG COUNTY SANATORIUM__Thos. D. Sparrow, m.d., Charlotte 
FORSYTH COUNTY SANATORIUM P. A. Yoder, m.d„ Winston-Salem 
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"ASHEVILLE'S PIONEER 



Edw. W. Schoenheit. m.d. Paul H. Ringer, m.d. 

Asheville, N. C. Asheville, N. C. 

Karl von Ruck was bom in Constant!- Dr. Charles Launcelot Minor was bom 
nopie, July 10, 1849, his father being in the May 10, 1865, in New York City. He attended 
Diplomatic Service at the time. His early life the Episcopal High School in Alexandria, 
was spent in Stuttgart, Germany, and in spite Virginia, and went from there to the Univer- 
of the wishes of his family that he enter the sity of Virginia, where he obtained the de- 
Diplomatic Service he studied medicine and gree of M. D. in 1888. There followed a period 
graduated with the degree of doctor of medi- of internship for two years in St. Luke's Hos- 
cine in 1877. He then came to the United pital, New York. He was married in 1890 to 
States and received an M. D. degree from the Mary McDowell Venable, of Charlottesville, 
University of Michigan in 1879. Following this Virginia, and then went abroad for two years 

he did post graduate work m Berlin with to study in Vienna under Weichselbaum, 

Virchow and Robert Koch. Dr. von Ruck was Kolisko and Friedrich Kraus. He also studied 

present at the memorable meeting of the in Berlin, Munich, Paris and London and 
Berlin Physiological Society, March 24, 1882 spent some time doing obstetrics at the Ro- 
when Koch announced the discovery of the tunda Hospital in Dublin. Returning to the 
tubercle bacillus. United States in 1892, he settled in Washing- 

After some years practice in Ohio, Dr. ton and started to practice surgery. Develop- 
von Ruck decided to limit his work to tuber- ing tuberculosis in 1895, he moved to Ashe- 

culosis and, seeking a more favorable cli- ville, where he convalesced and where, in 

mate for a sanitarium, he located in Ashe- 1897, he began the practice of the specialty 
ville and established the Winyah Sanitor- that made him famous. ’ 

ium, the first private institution for the treat- Soon, Dr. Minor was well known iorf his 
ment of tuberculosis, in 1 888. Being interested diagnostic and therapeutic abilities in 1 the 

in scientific research and having a remark- treatment of tuberculosis. One of the charter 
ably keen investigative mind, he felt that the members of the National Tuberculosis Asso- 
control of tuberculosis would come through ciation, he became its president in 1918. Lay- 
biological treatment and immunization of ing great stress not only upon the physical, 
children. He founded the von Ruck Research but also upon the psychic management ot 
Laboratory for Tuberculosis in 1895 ’and in tuberculosis, he propelled himself into the 
1897 introduced the watery extract of tuber- very front rank of phthisiotherapists. Fearless 
cle bacilli, a modification of Koch's first tu- and fair, he loved nothing more than 0111 
berculin, which was widely used in treat- animated discussion concerning any phase 
(Continued to page 24) (Continued to page 24) 
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WILLIAM LeROY DUNN, m.d. 

1871 - 1928 


BY 

C. D. W. Colby, m.d. 

Asheville, N. C. 

Dr. Dunn was bom at Fairfield, Ohio; 
March 31st, 1871; moved with his parents to 
Decatur, 111., in 1879; was graduated from 
Decatur High School at the age o£ sixteen 
years. Soon after this he entered the Depart- 
ment of Pharmacy at the University of Michi- 
gan, and after finishing in pharmacy en- 
tered the Medical Department, finishing in 
1891. But as he was not of age he remained 
there until his twenty-first birthday, assisting 
the Professor of Surgery, to secure his degree. 
Following this he took a year of post gradu- 
ate work in pathology in Germany and 
Austria. Soon after his return from abroad 
Dr. Von Ruck induced him to come to Ashe- 
ville to open and run the laboratories at his 
sanatorium (The Winyah). While employed 
in this capacity. Dr. Dunn brought out the 
antigen known as "Von Ruck's Watery Ex- 
tract," which proved to be the best one 
ever produced. 

Dr. Dunn's method of placing the patient 
at absolute bed rest on an open porch in the 
rarefied mountain air of Asheville, N. C., 
where he specialized in tire treatment of the 
tuberculous for twenty-nine years, together 
with his knowledge and clear, unbiased un- 
derstanding of human nature, won fame for 
him throughout North America and many 
foreign countries. This, with his service 
abroad during the World War, his part in 
(Continued to page 24) 



CHASE P. AMBLER. m.d. 

1865-1932 

BY 

Arthur C. Ambler, m.d. 

Asheville, N. C. 

Immediately upon graduation from West- 
ern Reserve University in 1889, Dr. Chase P. 
Ambler became associated with Dr. Karl Von 
Ruck at the old Winyah Sanatorium. He 
severed this connection in 1 896 to enter priv- 
ate practice and during the years following 
several young physicians got their start in 
tuberculosis work in his office. Among these 
were Dr. H. K. Porter, the last Dr. C. E. Reed, 
Dr. J. W. Huston, and Dr. Arthur C. Ambler. 
In 1900 he induced the Sisters of Mercy to 
open a sanatorium in Asheville and for many 
years looked upon St. Joseph's as his own 
institution. In 1924 he was elected president 
of the then formed medical staff of the en- 
larged institution and in 1930 was made 
honorary president for life. He was vitally 
interested in any movement promoting the 
health of the city and as early as 1903, when 
president of the Buncombe County Medical 
Society, began the fight for meat and milk 
inspection. 

Dr. Ambler had always advocated this 
section as a health resort and claimed that 
its climate and scenery were its greatest as- 
sets. His life was peculiarly rich in that he 
was privileged to see his two dreams for 
Western North Carolina materialize in the 
official establishment in 1929 of the Smoky 
Mountain National Park and in the construc- 
tion and operation of the Ambler Heights 
(Continued to page 24) 
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How Does Tuberculosis Heal? 


Since its inception. Disea- 
ses of the Chest has cons- 
tantly published articles de- 
tailing the methods of early 
recognition or diagnosis of tuberculosis 
and the appropriate methods of treat- 
ment. These have been most helpful I am 
sure. It has seemed to me worth while, 
in the brief compass of this communica- 
tion to take lip the matter of the healing 
processes with no thought of the presenta- 


BY 

C. H. COCKE. M.D.. F.A.C.P 

Asheville, N. C. 


“Primary nodular tubercle, 
the result of first infection, 
is quite leisurely in its devel- 
opment, while the exudative 
reactions, which are only possible in aller- 
gic tissue, are always the result of rein- 
fection, whether of endogenous or exoge- 
nous origin, and develop with consider- 
able rapidity. Since primary tubercle 
sensitizes the body, it is shortly after- 
wards allergic itself; and its bacilli, when 


tion of any new material, but as a mat- conveyed to fresh tissue, naturally locDe 

i _ t i . 7 • c? 


ter of orderly review and perhaps .of 
emphasis upon some phases of the subject 
possibly not entirely appreciated by all. 

Several years ago the debate as to the 
relationship of allergy and immunity in 
tuberculosis was interesting, illuminating 
and provocative — unfortunately it has 
never been wholly conclusive. Whether 
one agrees with Krause that immunity 
is a function of allergy or with Ms crit- 
ics, who oppose this view, is not of mate- 
rial consequence for this discussion. How- 
ever, as recently succinctly stated by 


in allergic soil. This small nodule then 
epitomizes the pathology of the disease 
tuberculosis, for if goes through all the 
tissue reactions found in tuberculous pro- 
cesses of all kinds. Primarily and essen- 
tially a proliferative product, when it be- 
comes allergic it may show exudative 
features, and go on even to central necro- 
sis from cellular degeneration. While nec- 
rosis is happening centrally, fibrosis and 
repair may be going forward peripheral- 
ly; and the issue in the case depends upon 
which predominates. This in turn is 
largely dependent upon the number of 
bacilli present in the center of the tu- 
bercle. The fewer in number they are, the 
move favorable the chance for fibrous 
encystment; the greater the number, the 
greater likelihood of necrotic extension, 
with migration of the bacilli to fresh soil 
and the development, of new tubercle. 
Thus eventually conglomerate tubercles 
are formed. Multiplying this process 
many times, with, a proliferative capsule 


Pinner, I think all will agree that the 
two essentials apparently known with cer- 
tainty of allergy in tuberculosis are: (1) 

“Allergy can he produced only by infec- 
tion with (living or dead) tubercle baci- 
lli; (2) Allergy accentuates and hastens 
the native tissue reactions against tuber- 
cle bacilli.” Whether that means healing 
or progressive disease is too long a story 
to be dealt noth here. 

The specific tissue reactions to the tu- - ■ * . „ nTih> „, 

bercle bacillus are twofold, proliferative, still enveloping e u > ‘ ■> 

from its fats and waxy capsule, and exu- sis and liquefac ion m y > ‘ 
dative or inflammatory, from its proteins, veil known cavity is pi • “ 

Tbe latter is acquired from a primary the unity of all tu em - I ^ ^ 

infection whereas the former is inborn, which it was the 8 °D ‘ 

There is no exudative reaction without appreciate, though na un . 
tubercle; with it, tbe body will react with know our modern concep s o 
varying grades of inflammation depend- 
ing ujion the number of focaliziug bacilli, 
or on their injected protein products, as 
well as the degree of specific bypersensi- 
tiveness (tissue allergy) present. I quote 
from a more extended discussion I recent- 
ly made on this same subject: 


sis-a cycle of four pathological proces- 
ses: (1) proliferation, (2) exudation. (•■>) 
necrosis (caseation), and f4) fibrosis 
and repair. 

“When one pauses to think of the enor- 
mous number of conglomerate tubeices 
that must form finally to cause climca 
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disease, and that tliese are of every type, 
stage, and anatomical structure, the rea- 
son why tiie effect of tuberculoprotein 
constantly upon a lung harboring sueli 
tubercles is protean becomes quite ap- 
parent. Undoubtedly, herein lies the key 
to the sequence of progress and regress 
in the disease. One thing would seem es- 
tablished — that clinical tuberculosis is 
caused by tubercle going through allergic 
phases, and that these allergic reactions 
are continually going on in the lung, and 
consequently modifying pathological pro- 
cesses — some productive of symptoms, 
others apparently stimuli to healing. 
Both proliferative and exudative proces- 
ses may be going on in the same lung con- 
comitantly. Either may heal or progress.” 

Now what are the healing processes in 
tuberculosis? In ordinary infections, 
phagocytosis usually plays an important 
part in recovery: in tuberculosis, the 
polymorphonuclear leucocytes alone 
would seem to be unable to destroy the 
bacilli, though they may act as a means 
of transport to the lymph structures 
where cellular defenses arrest them. It 
does not matter what the portal of entry 
by which tubercle bacilli enter the body 
is, they are carried into the lymphatics, 
generally finding arrestment in the 
lymph nodes. Allergized tissue has been 
credited by some with the power of re- 
tarding the dissemination of bacilli, 
though Arnold Rich is emphatic in say- 
ing, “However, in all of the experiments, 
blood cultures, and microscopical studies 
made, it is perfectly clear that the im- 
mobilization of the bacteria in the im- 
mune, non allergic body was just as ef- 
fective as it was in the allergic one” 
and “It is clear that the primary agent 
responsible for the local immobilization 
of bacteria is the immune antibody and 
not allergic inflammation.” Zinnser^ how- 
ever, feels that while antibody formation 
undoubtedly takes place in tuberculosis, 
-the part antibodies play in recoverv is 
not only quite problematical, “but from 
many points of view unlikely.” 

One of nature’s prime efforts at protec- 
tion is the incapsulation of bacilli, first 


in fibrotic, later in calcific tissue, the 
putting in jail, so to speak, of bad actors, 
allowing them no communication by ves- 
sel or channel spread to other structures 
or tissues. Repair by fibrous tissue for- 
mation in the periphery of the tubercu- 
lous lesion is nature’s constant effort. 
This reaches enormous amounts so that 
sometimes the penalty paid for recovery 
is distortion of the trachea, diaphragm, 
heart, and mediastinum, with pulmonary 
shrinkage, and the end result— a crippl- 
ing amount of disturbance of the respir- 
atory and circulatory functions ; while all 
too frequently bronchiectasis and em- 
physema are the sequels as u r ell as the 
penalties the patient pays for not suc- 
cumbing to his tuberculosis. 

Sometimes yon see a chest in which 
there is an enormous amount of healing 
by calcification. The explanation is not 
forthcoming, as it apparently can not be 
related to any present studies of blood 
calcium or to our knowledge of calcium 
metabolism. The genius who unravels the 
mystery of the parathyroids may some 
day give us a clue. 

We now come to the most important 
and most beneficent process of healing 
in tuberculosis, namely resolution or re- 
sorption — an apparent, complete disap- 
pearance of what would seem to be a for- 
midable amount of tuberculous pathology. 
This occurs of course only in the part of 
the process that partakes of an inflam- 
matory nature, the exudative process so 
called. But how to differentiate with 
exactitude by either physical or roentgen 
examination the various elements in the 
so commonly mixed pathology of clinical 
tuberculosis is beyond the powers of most, 
for lesions commonly called fibrocaseous 
undergo at times astonishing amounts of 
resorption, while much that might most 
probably be called fibrosis disappears, 
doubtless in just the ratio that this 
fibrosis partakes of an inflammatory 
nature. This resolution or disappearance 
of the pathology in the lung might have 
been predicated from what all have seen 
of tuberculosis of the peritoneum , the 
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testicle, the eye, etc. It took the serial 
film, however, to prove to us just how- 
large a factor in healing resolution is. 
Just what is its proportionate share in 
recovery of course is doubtless a matter 
of the pathology as well as the methods 
used to promote the cure, with which we 
are not concerned here. And while it can- 
not be controlled, I believe it may be in- 
fluenced and encouraged by the sovereign 
method of bed rest, no matter what other 
agencies are used. A good rule to follow 
as to how long to keep np bed rest is that 
enunciated by Marriette some years ago — 
as long as the film shows continuance of 
regressive and absorptive changes. 

What about the healing of cavities? 
Those having thin walls with little, fibr- 
ous elements are commonly seen to disap- 
pear completely under appropriate treat- 
ment, while thicker walled ones either 
may largely disappear or else be replaced 
with strands or bands of fibrous tissue 
connecting deposits of calcium or not as 
the case may he. 

This discussion, admittedly unduly 
compressed though advisedly so, would 
not be complete if some mention were not 
made of the fact that there is a lack of 
parallelism between disappearing symp- 
toms, receding signs, and altered radio- 
graphic findings. They are neither coin- 
cident, nor, when they are concomitant, 
is the degree of recession similar or of 
equal measure. Physical signs may fre- 
quently be heard in the chest long after 
symptoms referable to the lungs have 
ceased, and even after the film shows an 
almost if not totally vanished pathology. 
This probably means pathological chang- 
es remaining imperceptible in the film. 
Frequently marked radiographic evi- 
dence of the disease may persist without 
physical signs being obtainable; and to 
this add the puzzle that in this instance 
symptoms may or may not be present. 
In other words symptoms may persist 


with silent pathology; physical signs of 
considerable number may be heard with 
no visible pathology in the film; and 
extensive pathology may be visible in the 
x-ray without either symptoms or signs. 
Under such conditions then I think one 
is warranted in concluding that the first 
criterion of healing is a symptom-free 
patient. Granted then that he has been 
such for a sufficiently long period under 
conditions of ordinary life, in which the 
radiographic findings have either disap- 
peared or have remained stationary for 
some months, while the patient is physi- 
cally active, it is fair to assume that he 
is healed, even in the presence of adventi- 
tious chest sounds. A saying that I am 
proud to repeat is that a patient suffers 
not from signs but from symptoms, which 
may he subjective or objective. Pulmon- 
ary symptoms are always of absolute im- 
portance, signs have a relative value, and 
must be evaluated in the light of all the 
evidence obtainable, including the symp- 
toms. The x-ray is of inestimable value 
in the correct interpretation of any given 
case; but it is always well to remember 
that at its best it is but a register of 
densities, and its failures are doubtless 
more ours of interpretation than inherent 
in the film itself. The healed lesion then 
is one that has so thoroughly fibrosed or 
calcified that the imprisoned bacilli and 
their poisons are held incommunicado, 
and cannot reach other body structures 
or its fluids. Again, it is the exudative 
process which has either disappeared 
completely by resorption or resolution or 
partially so,* and the unresolved portion 
has undergone fibrosis and calcification. 
The more recent the lesion, or in other 
words the greater its acuteness, the great- 
er the likelihood of healing by resolution; 
while the more productive the lesion is, 
that is the more true fibrosis there is pie- 
sent, the less probability of marked re- 
solution. 
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The Childhood Tuberculosis 
Problem 


In former years it was be- 
iieved that infants and young w HUg 
children rarely survived a tn- ' 
berculous infection. Those in 
whom a diagnosis could be made by physi- 
cal examination were so seriously affect- 
ed that recovery was unusual. 

The intradermal tuberculin test and 
the x-raying of the chest have furnished 
information that has changed our concep- 
tion of childhood infection with tubercle 
bacilli. Today we believe that infants and 
young children have a natural power of 
resistance against the first invasion of 
the bacilli that probably equals the nat- 
ural resistance possessed bv r the unin- 
fected adult. 

We have learned that our tissue res- 
ponse to the primary infection and the 
response to a subsequent infection differ 
radically; so much so that the clinical 
symptoms may help us to determine with 
which type of infection we are dealing. 

In primary infections the bacilli ap- 
parently meet with little resistance from 
the tissues at the point of invasion and 
rapidly pass to the lymph nodes of the 
hilum and tracheobronchial area. In the 
first two or three years of life the bacilli 
may reach the bloodstream and be dissem- 
inated through the body. Other organs 
may become involved; a meningitis may 
develop, or there may be a general mil- 
liary tuberculosis, for, as Krause 1 has 
pointed out, both lymph vessels and nodes 
are more open in infancy than at any 
other period of life. 

Reinfection meets with more resistance 
in the allergic tissues which tend to fix 
and localize the infection. While the fix- 
ing and localizing of reinfection may in 
a sense be of a protective nature, yet 
both the local and systemic effects are 
much more severe and destructive than 
are the effects of primary invasion. 

We are now in the habit of referring to 
the primary infection as one of benign 
type, but in 1927 Boynton 2 reported that 


from 1915 to 1926 tuberculous 
iY meningitis caused more deaths 

T o N . m. d. Minnesota children under 
ie, n. c. five years of age than any 
other disease; that 61 per cent of the 
deaths in children under one were due 
to tuberculous meningitis, and that pul- 
monary tuberculosis ranked next to tu- 
berculous meningitis as the cause of 
death in children under five years of age. 

Statistics tend to show a rapid lower- 
ing of the mortality rate from tubercu- 
lous infection in children, due chiefly to 
the rapid lowering of the mortality rate 
in adults, and doubtless also to the fact 
that an enlightened public now protects 
the child from known infection more 
often. 

Promptly after the invasion of the tu- 
bercle bacilli into the lung parenchyma 
the entrance point is surrounded by an 
exudative or infiltrative area which may 
be demonstrated in films, but usually 
produces no physical signs. 

The rapid invasion of the lymph nodes 
by way of the lymphatics leading from 
the parenchymal area results in casea- 
tion of the glands, but, until calcium de- 
posits outline them, they produce no de- 
monstrable shadows on the films unless 
they be of unusual size. 

According to Watt 3 the deposit of cal- 
cium in the glands and parenchymal area 
may be delayed for from one to four years 
and, after the fading out of the parenchy- 
mal shadows, the films may show no 
pathology until the deposit of calcium 
replaces caseation. 

The intradermal tuberculin test shows 
positive in three to six or eight weeks 
after infection and is accompanied by 
fever and increased sedimentation rate 
according to Barley 4 . 

That the parenchymal involvement is 
not always of a truly benign type is 
shown in reports by Nalbaut 5 of children 
with pulmonary consolidations accom- 
panied by corresponding lymph node in- 
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volvement. Tubercle bacilli were found in 
the gastric contents and faeces in a liigk 
percentage of these cases, one fourth of 
which were infants, but the greater por- 
tion of the group were between the ages of 
four and eleven. Nalbaut further states 
■that bacilli were found in the gastric 
contents of children whose films showed 
little or no pathology, and he believes 
that such cases are a source of danger to 
other children. 

Gourley 6 reports similiar findings and 
in addition found bacilli in the gastric 
contents of some cases in which there 
were calcium deposits in the regional 
lymph nodes. 

Stewart 7 believes these pulmonary 
cases received massive infection and 
states, “There is a limit to which this 
natural resistance may be abused with- 
out being overcome.” 

Opposing views have been expressed as 
to the significance of the degree of re- 
action as shown by the tuberculin test. 
Hasten 8 believes it simply registers posi- 
tive or negative. Opie and McPhedran 9 
say that a “Marked hypersensitiveness to 
tuberculin is of considerable signific- 
ance.” Myers 10 believes that markedly 
positive reactions indicate a recent in- 
fection, reinfection, or progressive dis- 
ease. 

The relation of allergy to immunity re- 
mains a controversial subject, but Stew- 
art 7 expresses a view held by a number 
of writers. He says that the “Tendency 
of the primary infection is to prepare the 
soil for the development of the highly 
fatal adult type of tuberculosis.” The 
positive reactors, therefore, enter the 
dangerous “teen” age sensitized, ready 
for reinfection which is so fatal to that 
age group. Myers estimates that the 
chances of the positive reacting child for 
contracting adult type tuberculosis are 
five times greater than those of the nega- 
tive reacting child. 

Are the reinfections that produce adult 
type infection of endogenous or exogen- 
ous source? That the child who is sub- 
jected to continuous close contact with 
open tuberculosis is repeatedly infected 


and reinfected, causing either exacerba- 
tions in the primary form, or producing 
the adult type of infection, cannot be 
doubted. 

Hendricks 11 states that there is “Stead- 
ily accumulating evidence that adult type 
of tuberculosis can, and does develop en- 
dogenously from the childhood type.” 

If the adult type infection is of fre- 
quent endogenous origin, then we must 
view the primary infection with increased 
concern, and give attention to any condi- 
tion that may lower the child’s resis- 
tance. Any sub-standard condition should 
be remedied promptly. Corrections should 
be made of faulty habits of diet which 
produce deficiencies that inhibit normal 
growth and development. 

We should remember that overexertion 
in the child may have the same possibili- 
ties of causing auto-inoculation from his 
unhealed infection that ill-timed exercise 
may have on the adult with an active 
lesion. 

The usual survey of tuberculin testing 
and x-raying of children in school clinics 
by health departments provides the com- 
munity with a report, and leaves the 
problem of the infected child up to (lie 
parents and their physicians. 

Are we taking the problem seriously, 
or have we minimized the dangers, pos- 


>ly applying a stethoscope, looking for 
les where none should be expected, 
insuring and weighing the child, and 
en pronouncing him well? From these 
ildren the recruits for the ranks of the 
berculous will be drawn, iilo campaign 
eradicate tuberculosis will ever succeed 
at overlooks childhood tuberculosis. 
This problem calls for management bj 
e family physician. It is not to be sol\ ed 

- hospitalization, but by wise supervi- 
on of the growing child ; protecting ; him 
om reinfection; the overtaxing of Ins 
rength; the lowering of Ins resistance 

- infectious diseases. When we are able 
remove the tuberculous adult from the 

>me and place him under specialized 
eatment, and at the same time protect 
e primary case in the home, v e s in 
cceed in conquering tuberculosis. 
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No progress can be made in the manage- 
ment of the infected child without the 
cooperation of the parents. They must 
have some understanding of the problem 
that concerns their children, and a prac- 
tical demonstration seems the most logi- 
cal method of education. 

In Asheville, North Carolina, a move- 
ment has been launched which is believed 
io he of practical, and educational value 
to the community. A local civic organiza- 
tion lias built and assumed the manage- 
ment of a small sixteen bed preventorium 
where, during the school vacation period, 
two groups of children are taken, each 
for a period of six weeks. 

The City and County Health Depart- 
ments, working in conjunction with the 
Preventorium Group, so time their annual 
clinics that reports reach the parents be- 
fore the close of the school year. Parents 
of positive reactors, presenting the signed 
approval of the family physician, make 
application for the child’s entrance to the 
preventorium. School nurses investigate 
each case and selections are made, pre- 
ference being given to those who have 
known contacts in the home, and whose 
parents appear inclined to be cooperative. 

During the major portion of their stay 
the children are kept at bed rest. Enter- 
tainment is provided and instruction per- 
taining to hygiene given by the nurses in 
charge. 

Only children with primary infections 
are admitted to the preventorium. Rein- 
fection cases and those with a cough are 
referred for sanatorium care. Most of the 
children cared for in the preventorium 
have had a low grade fever, and the 
majority have been somewhat under- 
weight. 

The average gain in weight of the 4S 
children was 6.1 pounds per child for the 
six weeks period. Some of the children 
lost their temperature during their stay 
and in other cases the parents, encour- 
aged, continued the child’s bed-rest in 
the home. All were supposed to continue 
a rest period in the middle of the day, 
and we have reason to believe that this 
has been carried out in most cases. 


Nearly all of the children returned to 
school although a few were kept out and 
at rest because we believed their condi- 
tion warranted a more prolonged rest. 
Reports from the schools are that these 
preventorium children have lost less time 
due to illness than formerly, and that in 
some cases the teachers reported improve- 
ment mentally as well as physically. 

In addition to those cared for in the 
preventorium, numbers of private cases 
have been cared for in the homes. Appli- 
cants for admittance continue to exceed 
the number that can be cared for at the 
preventorium. As interest grows the 
school clinics increase in size. Of the 5,000 
tuberculin tested in three season clinics 
more than 2,200 were in this season’s 
clinic. 

The brief experience of these clinics 
scarcely warrants any dealing in statis- 
tics, but a few impressions have been 
gained. 

First, infection of our children has 
been received in the homes. The percent- 
age of positive reactors found in' the first 
grade remains but little changed through, 
several grades. 

Second, no exudative shadows of the 
parenchymal invasion have been found in 
the school clinics. Apparently infection 
took place and the shadow disappeared 
during pre-school age. 

Third , the degree of reaction to tuber- 
culin is of significance. Practically with- 
out exception those with demonstrable 
lesions were sharp reactors. 

Fourth , those who are sharp reactors 
and who have no demonstrable lesions, 
should be more carefully watched than 
those with calcification of nodes. Tuber- 
culin reaction is the evidence of infection ; 
calcification is the evidence of repair 
work. 

Fifth, no lengthy hospitalization of the 
average primary infection is indicated. 
However, it is important that the child 
subjected to continuous infection should 
be separated from the contact, or rather, 
that the open adult case should be hos- 
pitalized. 

(Continued to page 28) 
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Steri'izatioH of the Air in the Operating Room 
With Bactericidal Radiant Energy 


Because of recurring infec- 
tious with the staphylococcus 
aureus in clean thoracoplasty dekyl i 
wounds, an extensive baeterio- Duke 

logic survey of the operating Durhc 

room technique in the Duke Hospital was 
conducted during 1932 and 1933. This 
proved to our satisfaction that the major- 
ity of the infections occurred as a result 
of the contamination of the sterile sup- 
plies and open wounds with pathogenic 
bacteria which were always floating in 
the air of the occupied operating room in 
large numbers. The air in the vicinity of 
human beings could not be freed of path- 
ogenic bacteria by any method which we 


dekyl hart, m.d 

Duke Hospital, 
Durham, N. C. 


{ tempting to eliminate the patli- 

lrt, m.d. °SGnic bacteria from the air we 
’ al turned to radiations in the ultra 
N c violet range of the spectrum 
known to have bactericidal pro- 
perties. Tbe cooperation of the Lamp Di- 
vision of the Westinghouse Electric and 
Manufacturing Company was obtained. 
They designed and constructed radiation 
tubes to give the maximum bactericidal 
radiation and the minimal burning effect. 
An operating room was equipped with 
eight of these tubes as shown in the illus- 
tration. Various bacteria were sprayed 
on petri dishes of blood agar and exposed 
to the radiation at a distance of five feet 


tried. These methods included (1) mask- (the approximate position of the opera- 
ing of all occupants at all times, (2) re- tive incision). Over 99.5 per cent of the 
duction of the number of occupants to the bacteria could be killed within from one 


minimum necessary for the operation, to five minutes of exposure, the time 
(3) in so far as possible, a reduction of varying with the density of the inocula- 
the duration of occupancy before major tion. 


operations, (I) ventilating the room with 
large quantities of clean air, (5) elimina- 
tion of all persistent carriers, (6) daily 
washing of the Bool's and walls and fre- 
quent painting of the walls and ceiling, 
and (7) elimination of air currents from 
other occupied parts of the hospital. By 
these measures there was an appreciable 
reduction in the number of bacteria in 
the air, but not enough to avoid an oc- 
casional infection. 

There were still peaks of air contami- 
nation associated with epidemics of res- 
piratory infections which we were unable 
to control. During these peaks the danger 
of a wound infection was much greater 
than when the contamination was low. In 


A blond individual, exposed to the 
radiation at the same distance for SO 
minutes, received only a reddening of 
the exposed skin (ahdomeu) with a prick- 
ly sensation which disappeared within 2i 
hours. Skin, muscle, fat and abdominal 
viscera of animals were exposed to the 
radiation at a distance of five feet for as 
long as 90 minutes, with no appreciable 
burn. In fact healing seemed to he some- 
what better than in the control incision. 

The operating room personnel was pro- 
tected from the radiation by various com- 
binations of goggles, glasses, eyeshades, 
sun helmets, hoods of starched cloth or 
rubberized silk with a watch crystal win- 
dow for vision, and suction for adequate 


general, the contamination was lower in 
the summer than in the winter and spring. 
We availed ourselves of this variation by 
postponing extrapleural thoracoplasties 
until the summer months in those cases 
where a delay was not detrimental to 
the patient. 

Even with these precautions there was 
an occasional infection. In further at- 


veutilation. 

Operations on patients were most satis- 
factory from the start. Unexplained in- 
fections were practically eliminated, the 
postoperative temperature elevation was 
lower and the duration was shortened. 
The general postoperative reaction of the 
patient was greatly improved and there 
(Continued to page 2S) 
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ASHEVILLE, THE CITY 

BY 

John D. Topping 

A climate admirably adapted to the treatment of tuberculosis, a setting amid 
some of the most beautiful scenery in the world, and a location midway be- 
tween the Atlantic Ocean and the Mississippi River, midway between the 
Gulf of Mexico and Canada and therefore within a medium to short travelling 
distance from all sections of the -eastern half of the United States, are factors 
which have combined to make Asheville, North Carolina one of the most noted 
and popular health resorts of the world. 

The climate is blessed with a low humidity without the disadvantage of 
aridity and while Asheville's climate is mild it is not enervating. Sufficient 
variation exists to make it invigorating. 

Grouped in this area are some of the most famous scenic attractions of 
America. Within a short motoring distance from Asheville are Mount Mitchell, 
highest mountain in eastern America, the famous monolith of Chimney Rock 
perched on its mountain slope a thousand feet above the blue waters of Lake 
Lure; the 440,000-acre national playground of the Great Smoky Mountains 
National Park, region of superb scenic beauty and leading national park of 
the United States in point of visitor-travel. 

Grouped also among famous scenic points of interest in this region are: 
Mount Pisgah climbed by three motor roads from Asheville; the Sapphire 
Country region of granite-sided mountains and clear waterfalls; and the noted 
Blowing Rock and Linville Gorge region. In Asheville is the famous Biltmore 
House and estate, now open to public view and visited by thousands annually 
as one of the world's finest private homes and estates. 

Amid scenic beauty such as is offered in Western North Carolina the pa- 
rent suffering from tuberculosis sojourns in an atmosphere made serene and 
restful by the gentle loveliness of these inspiring heights. 

Historically, Asheville (now a city of over 50,000 inhabitants) has been a 
famous resort and health center for the better part of a century. Development 
of the health facilities and particularly those sanatoria and facilities for the 
treatment of tuberculosis, began many years ago under the direction of a 
famous group of physicians who specialized in the treatment of this particular 
disease. Though many of these older men have since passed on, their succes- 
sors, trained in the methods of the master technicians have carried on the 
work and have become nationally noted in their own right. 

In the twenty-five or more sanatoria exclusive of state and federal institu- 
tions in this territory, the section offers an equipment to care for 900 tuber- 
culous patients and 600 patients suffering from nervous disorders or non- 
tuberculous cases. Through long experience the private sanatoria are well 
equipped and expertly staffed. 
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AMBLER HEIGHTS SANITARIUM 

ARTHUR C. AMBLER. M.D.. President 

ASHEVILLE, N. C. 



CRAGMONT 

SANATORIUM 

BLACK MOUNTAIN 

BY 

I. J. ARCHER. M.D. 

MEDICAL DIRECTOR 


Located in the foothills of the 
towering Craggy Mountains, ■ 

overlooking the beautiful , l*. ^ 

Swannanoa Valley, in an es- . | 

tate of - two hundred acres, t I | 

Cragmont is just off the Black * ft 1 1 I 

Mountain Highway, which is.. | § | I 1 1 

known as the "Main Street of £■ U 9 111 |j 

North Carolina". It is five '■ II I I | | *, 

minutes from the Black Moun- if 

tain Southern Railway Sta- 
tion, and twenty-five minutes from Asheville. 

The building is especially designed and situated 
so as to secure every advantage of sunlight and 
mountain views. 

The rooms have double French doors opening on- 
to spacious covered verandas so that the patient 
may have the bed moved from room to porch when- 
ever desired. Tne building is steam heated and has 
all modem conveniences. 

Fresh vegetables in abundance and wide variety 
are crown on our own farm and rich milk comes 
from our dairy herd. The meals ere appetizing end 



nourishing and are scientifically planned, in- 
v.-ater supply comes horn a protected mountain 
spring piped to the building, and is of exceptional 

purity. „ . - a 

The nurses, dietitian, and servants are well trained 
and their cheerfulness is in keeping with tne home- 
like atmosphere of contentment and happiness^. 

At Cragmont the patients are seen daily by he 
physician. The equipment includes X-Ray, Pneumo- 
thorax equipment, lamp for light treatment and a 
laboratory with a skilled technician.. 

Dr. M, L. S'ephens, is the consulting pnysician. 
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"Asheville's Modern Sanatoria 


H1LLCROFT 

SANATORIUM 

BILTMORE STATION 
ASHEVILLE, 


Annie L. Rutherford, r,n. 

SUPERINTENDENT 








This private sanatorium, established 
1919, is well equipped and managed for 
the treatment and care of patients with tu- 
berculosis. It is located in the suburbs of 
Asheville, with well kept grounds sur- 
rounding the main building and two cot- 
tages. On all sides are restful views of 
surrounding mountains. 


Graduate nurses who have had many 
years of experience with all forms of tu- 
berculosis are in attendance at all times. 
Patients are given the highest possible 
quality of service, food, and treatment 
at rates exceptionally low for this type of 
sanatorium. 


SUNSET HIGHTS 
SANATORIUM |wgj 

MINNIE GIBBS, R.N. B pl 

SUPERINTENDENT 

The Sanatorium is located on ,/• J& 
the side of Sunset Mountain, - 
Asheville, at an altitude of 2,500 
feet. Commands a beautiful - 
view of the city and mountain • v 
range beyond. Quiet surround- 
ings, but only a short' distance 

from shopping center and 
churches. There are four and one-half 
acres of grounds, with walks among 
beautiful, well-kept flower beds. 

All rooms in main building have private 
porches and many have private or con- 
necting bath. There are also community 
porches with southern exposure, glassed 
in for the winter. Insulated for maximum 
comfort in summer and winter. 

The four cottages, each accommodating 
five patients, are equipped with baths and 




hot water heat, and all have congenial 
and home-like atmosphere. The main 
building has room for 14, making total 
accommodations for 34. 

Each patient selects his own physician. 
Sunset Heights is under the patronage of 
physicians who specialize in tuberculosis 
and are noted for their skill and modern 
methods in such treatment. 

Careful attention to diet, with skilled 
nurses in charge. 
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| VIOLET HILL 

| SANATORIUM 

I BY 

j MHS. FLORENCE BARTH 

£ OWNER 

f On an elevation chosen for its scenic magnificance, 
i Violet Hill looks out on views of rare splendor. The 
j location of the sanatorium is a carefully developed 
! beauty spot of 11 acres; just far enough from the 
I city to be completely free from noises and dlstur- 
I bances of all kinds. 


Violet Hill Sanatorium was built in 1923 to take the 
place of "The Pines", which had existed for 22 
years. 

The buildings are new and modemly eguipped, 
and can accommodate 37 patients. Each room has a 
sleeping porch with southern exposure, dressing 
rooms are steam heated, all beds newly equipped 
with Beauty Rest mattresses, and the baths are 
roomy and comfortable. 

Graduate nurses are employed, careful attention 
is given to correct diets, and the sanatorium is open 
to all registered physicians. 


IP 


SAINT JOSEPH 
SANATORIUM 

BY 

SISTER ELIZABETH 

SUPERINTENDENT 


hr 'i ^ 1 




IP' — t>" -rn^pTt tin Till If IPT"! S 

iiTaffiir— ^ * vfiy * 


St. Joseph Sanatorium was ■ 

established by the Sisters of ■ 

Mercy in 1900, in Western [' 

North Carolina, in Asheville, S-ZZZ. 

"the Land of the Sky". The first l r 

building occupied by them was 
on French Broad Avenue. The number of 
patients seeking admission to the institu- 
tion, however, so far exceeded the accom- 
modations, that expansion became a nec- 
essity. Accordingly, in 1909 .the present 
location on Biltmore Avenue was pur- 
chased, and the south wing of the present 
building was erected in 1917. To this in 
1924 was added the administration build- 
ing and the north wing. 

Located in a section of Asheville known 
as Forest Hill, with a wide sweeping 
lawn, ornamented with magnificent frees 


and shrubbery, the sanatorium is one of 
the show places of the city. It is sufficient- 
ly distant from the busy traffic to provide 
rest and quiet for the patients. The build- 
ing is fireproof and supplied with the most 
modem equipment. The medical staff is 
composed of leading tuberculosis special- 
ists The patients receive the benefit ot 
strictly scientific and individual treatment. 
Each department is under the direct su- 
pervision of a registered Sister nurse and 
a staff of graduate nurses. A homelike 
atmosphere is maintained at the Sana- 
torium. 
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KIWANIS PREVENTORIUM 


JOHN WALTER HUSTON, M.D. 

MEDICAL DIRECTOR 


The Preventorium was built in the spring oi 193S, 
by the Asheville Kiwanis Club, on a Jive acre tract 
adjoining the Zephyr Hill Sanatorium. 

The project was launched by donations from mem- 
bers oi the Kiwanis Club and other interested indi- 
viduals. Various organisations and business concerns 
made contributions oi supplies and money for the en- 
dowment oi beds. One dairy supplied each child with 
a quart oi certified milk daily. The Parent-Teachers 


Associations cooperated in the Christmas sea! sale to 
provide operating iunds. 

The children form a happy group. Their average 
gain in weight has been six pounds for six weeks; 
the maximum gain was fourteen pounds. Community 
interest grows and Dr. J. W. Williams of the City 
Board of Health says; "If is something the community 
can see; it is a demonstration of what can be done 
with potential cases." 
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ivorr/2 Carolina Sanatoria 



VETERAN'S ADMINISTRATION FACILITY 

OTEEN, NORTH CAROLINA 

BY 

I. R. Wagner, m.d.. Manager 


Prior to the beginning of the World War, 
Asheville and its vicinity had already ac- 
quired a considerable reputation as a cen- 
ter for the treatment of tuberculosis in its 
various forms, and it was only natural that 
when the World War broke out this locality 
should receive favorable consideration for 
the establishment of an Army Hospital, es- 
pecially after it became evident that many 
soldiers required treatment for pulmonary 
tuberculosis. Accordingly, the present site 
of Oteen was selected and O'Reilley Gen- 
eral Hospital was established and rapidly 
developed into an institution comprising 
approximately 3000 beds, the majority of 
which were desired for the care of the tu- 
berculous. 

The site selected was a tract of about 
337 acres, located seven miles east of the 
city of Asheville, on the Swannanoa River, 
where railroad facilities were available 
within a distance of about one mile. The 
hospital was first referred to as the Azalea 
Hospital, but this was later changed to 
Oteen, a Cherokee Indian word of doubt- 
ful meaning. It is apparently just an Indian 
name, although it seems that the name 
may have been used by the Cherokees 
as referring to the area surrounding the 
present site of the hospital. 

During the war this developed into a 
very large hospital, at one time there 
being approximately 3000 patients treated 


in frame buildings of about 40 bed capa- ■ 
city each and scattered around a central 
Administration Building. It was at that time 
under the direction of qualified Army Of- 
ficers, many of whom had already spec- 
ialized in the treatment of tuberculosis. It 
was successful in its treatment from the 
very beginning and by the end of the war 
had already acquired a reputation as a 
hospital fully equipped for the successful 
treatment of this disease. It was natural, 
therefore, that after it had served the pur- 
pose of the Army, that the Public Health 
Service, which was then charged with the 
care of the sick ex-soldier, would avail 
itself of the fine equipment at Oteen, and 
continue to use it for the care of the cases 
of tuberculosis committed to their charge. 

Under the direction of the Public Health ■ 
Service, Oteen successfully treated tuber- 
culosis in the ex-soldier until it was finally 
turned over to the Veterans Bureau, Octo- 
ber 16, 1920, and during this time thous- 
ands of patients were treated there, as 
many as 1300 being registered at one time. 
The hospital was manned by officers 
under the direction of the Surgeon Gene- 
ral, U. S. Public Health Service. 

On October 16, 1920, the Public Health 
Service surrendered the jurisdiction of all 
hospitals for the treatment of ex-soldiers 
to the U. S. Veterans' Bureau, and such 
(Continued to page 26) 
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North C. a ml inn O - 



NORTH CAROLINA STATE SANATORIUM 

P. P. McCain, m.d., Superintendent 

The North Carolina Sanatorium owes its birth to the management of the institution was transferred 


; Dr. J. E. Brooks, a promising young physician of to the State Board of Health. The staff was again 


I Greensboro, N. C. In 1907 he was instrumental in 
securing an appropriation of 515,000 for the purchase 
of a site and for the erection of a building, and 
$5,000 for maintenance of the North Carolina Sana- 
torium. A beautiful site of a thousand acres was 
selected near Southern Pines and Pinehurst in the 
Sandhill Section of the state. The first small building 
was opened in 1909 with Dr. Brooks as its first 
superintendent. After many financial difficulties, Dr. 
Brooks resigned and the institution was temporarily 
closed in 1913. 

During a special session of the Legislature in 1913 


re-organized in 1914 with Dr. L. B. McBrayer as 
Superintendent and Director of the Bureau of Tuber- 
culosis. Under Dr. McBrayer's wise leadership the 
institution gradually received the hearty support both 
of the medical fraternity and the public and it began 
a steady growth. 

In 1924 Dr. McBrayer resigned and Dr. McCain was j 
elected as Superintendent and Medical Director with 1 
Dr. S. M. Bittinger as Assistant Superintendent and 
Associate Medical Director. 

The institution now has 485 beds and additions are 
now under construction which will increase the 
capacity to 550. | 



(Main Building) 

GUILFORD COUNTY SANATORIUM 

JAMESTOWN, N. C. 

M. D. Bonner, m.d.. Medical Director ^ ^ 

The institution is situated on a 150 acre plot in the beds were added. In the pas, ,„g 0 { 

Iamestown district on North Carolina Highway No. adults have been added, bringing r - * 1 0 i„J e ^ 


10 between Greensboro and High Point. The main 
building with a capacity of seventy beds for white 
patients was opened in January, 1924, with Dr. Jos. L. 
Spruill as Superintendent and Medical Director, in 
which capacity he served until -his "death in 1934. 
During this period a preventorium with a capacity of 
30 beds, a nurses' home capable of housing 15 
nurses, and a colored division with a capacity of 11 


aauits nave oeen auueu, * — r -- 

which 82 are for white patients, and 46 I for ■ cojwea. 
The children's building has been closed and ma - 
into a permanent nurses' home. . , 

The institution is governed by a Boara oi Dnec, 


M. Buie, and Mr. Chas. L. Amos. 
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MECKLENBURG COUNTY SANATORIUM 

HUNTERSVILLE, N. C. 

J BY 

Thos. D. Sparrow, m. d, 

Charlotte, N. C. 


In 1911 the North Carolina Medical Col- 
lege, then located in Charlotte, N. C., 
opened an out-patient clinic for the study 
and treatment of tuberculosis. The number 
of patients attending this clinic increased 
so rapidly and so many patients in the 


acute stages of tuberculosis were encount- 
ered that it was obvious to those in charge 
that a hospital in Mecklenburg County, 
devoted to the treatment of tuberculosis, 
was an urgent necessity. 

(Continued to page 26) 



FORSYTH COUNTY SANATORIUM 

WINSTON-SALEM, N. C. 

BY 


P. A. Yoder, m.d., 

In 1917, the first county institution for 
tuberculosis in North Carolina, the 
F orsyth County Sanatorium, was founded. 
It was rebuilt and enlarged in 1929 and 
now has a capacity of 134 beds, of which 
38 are for negroes. 

The sanatorium maintains an outpatient 


Superintendent 

diagnostic and follow-up clinic in which 
923 patients were examined and x-rayed 
last year. 

The institution is owned and operated 
by the County of Forsyth on appropria- 
tions from the county commissioners and 
fees from patients, where their financial 
conditions permit. 
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KARt VON RUCK (Continued bom page 6) 

men}, and in 1912 he brought out a vaccine 
consisting of protein and lipoid extracts of 
tubercle bacilli which was used in treatment 
and with which he hoped to immunize child- 
ren Many years of research were spent in 
his laboratories hoping to perfect an immu- 
nizing preparation which would stamp out 
the disease. 

Dr. von Ruck founded and edited the first 
medical periodical devoted to tuberculosis, 
The Journal of Tuberculosis, which was 
published in Asheville. Being an earnest and 
untiring student he collected and maintained 
one of the finest private libraries in the 
country. All important articles on tuberculo- 
sis were abstracted and over 150,000 cards 
were filed in a fire proof vault. He contributed 
extensively to the medical literature in this 
country and abroad, and his book, Studies 
in Immunization in Tuberculosis, published 
in collaboration with his son Dr. Silvio von 
Ruck, in 1916, represented observations of 
several thousand patients and many thous- 
and animals. 

About 1910 Dr. Silvio became medical di- 
rector of the Winyah and built up an en- 
viable repuation for himsetlf. Dr. Karl, during 
this period, became more interested in re- 
search and although he was a very able 
clinician, in addition to research, did consul- 
tation work only. 

However, when Dr. Silvio came to his un- 
timely death from pneumonia in 1918, though 
broken in spirit, due to the loss of his son and 
only grandchild, Miss Silvia, both from pneu- 
monia, and his wife in 1921 from paralysis 
agitans, Dr. Karl again became active head 
of the Winyah. Fighting desperately against 
the inroads of chronic nephritis and hyper- 
tention he continued to work until three 
weeks before his death, though urged by 
his physicians to retire. 

Thus on November 5, 1922, there passed 
away one of the great pioneers in tubercu- 
losis, one of the outstanding figures in the 
history of tuberculosis in America. A student 
of Felix von Niemeyer, one of the greatest 
clinicians in the pre-bacterial era, he at first 
refused to accept the theories of infections 
and the demonstration of Villemin, however, 
his studies in Koch's laboratory so impressed 
him that he became one of the greatest 
students and investigators in infection and 
immunity in tuberculosis. A hard worker he 
seldom took a vacation and cared little for 
recreation, but was an accomplished musi- 
cian and collected many rare flowering 
plants, especially orchids. Of strong convic- 
tions, he was often intolerant of those whose 
views differed from his, which often kept him 
from making friends. However, those who 


knew him well loved him and though at 
times he may have seemed harsh, no kinder 
man ever lived. 

CHARLES L. MINOR (Continued from page E) 

of the specialty to which he had devcied 
himself. Definitely opinionated and quick a! 
repartee, he held his ground undaunted; but 
whenever convinced that he was in error, he 
was the first to admit it and to bow the knee 
to scientific proof. 

Honors were showered upon him. The 
presidency of the National Tuberculosis As- 
sociation has already been mentioned. Prior 
to that bestowal, he became president oi the 
American Clinical and Climatological Asso- 
ciation in 1913, and in 1924 became presi- 
dent of the Southern Medical Association. 
He was a member of the Association of 
American Physicians, a signal honor, for 
that organization is almost wholly composed 
of physicians having leading positions in 
medical schools. In 1925, the University of 
North Carolina conferred upon him the honor- 
ary degree of LL.D. 

A life well-rounded, well-spent, in every 
sense well worth while, enriched by many 
priceless friendships (for loving, he was be- 
loved), came to a close as a result of coron- 
ary disease on December 26, 1928. 

Surveying his span of 63 years, one is re- 
minded of Mark Anthony's comment on 
Brutus: 

"His life was gentle, and the elements so 
mixed in him that Nature might stand up 
and say to all the world, 'this was a manl 


WILLIAM LoROY DUNN (Continued from page 7) 
he establishment of the Army Diagnostic 
Benier at Washington, D. C„ and his service 
: or the veterans as Consultant to the Veter- 
rm's Bureau, built for him a memorial which 
will live through generations. His memory is 
dear to many thousands of "cures". 

At his death, on May 24, 1928, at he United 
States Diagnostic Center, the world lost its 
highest authority on the chemistry of the tu- 
bercle bacillus. 

:HASE AMBLER (Continued from page 7) 

Sanitarium. For the one, he began working 
n 1899, and in the other he provided wha 
ne considered the ideal environment lor the 
ronvalescent tuberculous **«»*•*** 

:ase history, written in October 1931 after 
:onfinemenf to his home closed a proles 
iional career which has brought prolong a 
ife and renewed hope to &ousmds v ; rhom 
le had personally known and, though h 
ontributions to the profession, made bnafmr 
re future of countless others. 
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Lewis Funeral Home 

We are pleased to lend our assistance to this worthy movement 
for the welfare of the sick who can be benefited by 
coming to Asheville. 


''INVALID COACH SERVICE" 

189 College Street Phones: 62 - 683 
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WACHTEL'S 

“Serving Hospitals and Physicians for more than 20 years” 

Complete Line of Hospital, Physicians, and Sick-Room Supplies 

B5 Haywood Street, Asheville, N. C., Phone: 1005 
410 Bull Street. Savannah, Ga„ Phone: 8145 
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Milk, cream, ice cream and other dairy products 
produced under the Sealtest System of Laboratory 
Protection assuring uniform high quality. 


DUNN AND GROCE 

AMBULANCE 

PHONE 3210 

"Serving Honestly and Well" 


f 

t 

f 

❖ 

I 

1 


% 

x 

% 

4* 


V 


X 

A 

■f 

I 

t 

y 

❖ 

4 

4 

-> 

4 

i 

❖ 

v 

•5* 

❖ 


SERVING ASHEVILLE FOR 50 YEARS 

HILL'S MARKET 

“The House of Quality and Service” 

SELECT MEATS AND POULTRY 
"YOU'LL KNOW ITS FROM HILL’S BY IT S GOODNESS" 

129 College Street Phones: 5461 -5462 
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Kenilworth Drug Store 

“We Give You Service” 
PHONE 874 
445 Biltmore Avenue 


MOORE'S MARKET 

“Richelieu Foods” 
Asheville, N. C. 
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Oiiice, 14 Broadway 
Langren Hotel Bldg. 
Phone 1226 


"COAL" 


Coal Yard 
175 Roberts Street 
Phone 752 


ASHEVILLE BLUE GEM COAL COMPANY 

"ANCHOR KOLSTOKERS" 

America’s Finest Automatic Coal Burner 

All-Heat 

Stoker Coal Pioneer 

Stove Coal 
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OTEEN (Continued from page 20}. 

jurisdiction has been maintained by the 
Veterans' Administration ever since. 

The original hospital was all frame 
construction, all buildings being of a tem- 
porary character, and these in the course 
of time reached such a condition of repair 
that it became necessary to replace them 
with modern substantial buildings. This 
process of change was begun about 1923, 
with the construction of two permanent 
cement buildings of 130 capacity. These 
were later supplemented, at intervals, by 
the construction 6f a large Administration 
Building, in which there are in addition fo 
x-ray and Clinical Laboratories, EEN&T 
Department, Surgical Department, Physio- 
therapy Department and Neuro-psychia- 
tric Department, ■ 150 beds available tor 
special tuberculosis and general medical 
cases. Later, at intervals, four other large 
buildings were constructed for the care of 
patients, approximating 380 beds. These 
are all connected up by cement runways 
for the proper movement of patients and 
supplies. All utility buildings and commis- 
saries, formerly of frame construction, 
have been replaced by modern cement 
structures, so that at present Oteen has a 
850 bed capacity, with complete facilities 
for the proper care of this number of pat- 
ients in, Modern fireproof buildings of late 
construction, equaled by no other institu- 
tion in this part of the country. 

/ A circulating library of approximately 
x 10,000 volumes is available for patients 
^ and personnel, the wards being visited by 
the librarian and assistant librarians re- 
gularly, with books on carts for the ex- 


MECKEENBURG (Continued from page 23) 

In 1921 the Mecklenburg Tuberculosis 
Association was organized. It was the pur- 
pose of this association to secure a hos- 
pital in the county for the treatment of tu- 
berculosis. Their efforts were rewarded 
three years later when, in 1925, the Board 
of County Commissioners sanctioned an 
election for the authorization of a bond 
issue for the purpose of building a tuber- 
culosis sanatorium. As a result of this 
election, bonds in the sum of $ 2 00,000 
were issued and on September 7, 1926 the 
Mecklenburg Sanatorium was officially 
opened. The institution has a capacity of 
170 beds; 104 of which are for white 
adults; 26 for colored adults and 40 for 
white children. There is no provision for 
the treatment of colored children. The 
plant is located on a one hundred and ten 
acre tract about twelve miles from Char- 

Huntersvhi ° n ^ outskirts °* town of 
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change of books, the librarians giving 
advice to the patients for the selection of 
proper literature. 

For ambulant patients a Recreation Hall 
is maintained, under the direction of a 
Recreational Aide, in which standard 
movie films are shown twice weekly, and 
where entertainment by outside organiza- 
tions is frequently furnished. Every bed in 
the hospital is equipped with a radio head- 
set and programs are available during 
waking hours. 

The Dietetic Department is maintained 
under separate direction, the menus being 
arranged by trained dietitians, due to the 
dietetic requirements of the sick, while the 
cuisine, which is noted for its excellence, 
is also prepared under the immediate su- 
pervision of the dietitians, with service in 
the main dining room and individual tray 
service direct from the wards for patients 
unable to attend meals at the main dining 
room. Special diets, of course, are pre- 
pared for the seriously ill. Supplies are 
purchased under the strictest possible 
specifications prepared by the Veterans' 
Administration in Washington. Cooking is 
done by electricity and all buildings on 
the grounds are heated from a central 
station. 

Located as it is in the beautiful moun- 
tains of North Carolina, with a climate sur- 
passed by none in the United States, with 
its modem buildings, modem equipment, 
thoroughly qualified staff of physicians 
and other personnel, Oteen is equipped 
to render modem treatment to all patients 
received at its doors. 


Dr. John Donnelly was appointed super- 
itendent of the institution when ii was 
lunded and remained its chief medical 
fficer until 1937. At that time he was 
rcceeded by Dr. H. L. Seay who is the 
resent superintendent and medical di- 


k\ the present time there is a waiting 
i for admission to the institution. No 
?es are refused admission except for 
:k of space. Since its opening, there 
ve been admitted 920 white adults; 440 
ored adults and 229 white children. The 
spital is doing an excellent work but, 
5 most similar institutions, needs more 
aipment and more funds for mainfen- 
;e. It stands as a safeguard to the health 
the citizens of the country; a godsend 
mndreds of the community s sick and a 
nument to a progressive few who saw 
ision to which they were faithful. 
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* Brownell - Dunn Mortuary 

% ' ; .'■ ' f-". h ■■ rWpt 7 \ Have always given sympathetic service to those in 

* iime °f need We will continue to support all 


X time ot need We will continue to support all 

I ~:'T ^ ;• progressive activities for the benefit of Asheville. 


"PRIVATE AMBULANCE SERVICE" 

57 Spruce Street Phones: 1424-1425 
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STERILIZATION OF THE AIR IN THE OPERATING ROOM (Continued from page 14) 


was less pain. Before beginning tlie use 
of bactericidal radiation four out of a 
total of six deaths in 110 operations for 
extrapleural paravertebral thoracoplasty 
were the result of infection. With bacter- 
icidal radiation there have been only two 
deaths in over 125 such operations and 
neither of these has been the result of an 
infection. 

In over 450 operations performed in a 
field of air continuously exposed to this 
bactericidal radiation, no patient and no 
member of the operating room personnel 
has received a significant burn. Even with 
most inadequate protection there has been 
only an occasional scaling of the skin as 
in a mild sunburn. One nurse, who used 
no protection and did not wear glasses, 
developed a conjunctivitis which required 
the local application of cocain for its re- 
lief. This cleared up within 24 hours. 

We feel that bactericidal radiation is 
the most efficient and the only adequate 
method of sterilizing the air in the vicin- 
ity of the operative wound. It has re- 
moved the greatest remaining source of 
wound contamination and has biou s h 
50 called aseptic surgery one step closei 
to real asepsis. 


transformers 

TV- 



SPECIAL RADIATION TUBE INSTALLATION 


Ths eiaht radiation tubes, mounted about the operat- 

». »» « ‘•s 1 ; 

lions and experiments were performed with a unit 
ihic tvne Recently we have been trying out a unit o 
en tubes’ over hie operating table -d a poriab e uni 
With a reflector placed over the supply table. This gives 
more 'adequate protection and apparently does not great- 
ly increase the danger of a burn. 


BE CHILDHOOD TUBERCULOSIS PROBLEM KM-* “ 

_ o Rnvntor 


Sixth the positive reactor child, of tll( j 

,een ubosm by 

Sl^eaforwou^usWtbeop^; 
Hon of the preventorium V butt the Oe^ 

stration of . the "^these children, makes 

rmo^SulasnueduciitioDU. institc 
iion for the whole community. 
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ELMHURST 

A private sanatorium with all types of accommoda* 
tions. Graduate nurses in constant attendance. 
Moderate rates. 

Mrs. F. C. Gott, Mgr. 

ASHEVILLE, N. C. 


BUTTER KRUST 

BREAD & CAKE 
The Asheville Baking Co. 


D 

AjSJ/EVILLE'S 

ZpOVL 



Asheville's leading Department Store has 
served Asheville residents and visitors for 
more than forty seven years. A special shop- 
ping service for shut-ins keeps them in cons- 
tant touch with all that is new and interest- 
ing in the merchandising world. 
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Fresh Meats and Groceries 

724 Haywood Road 

PHONE: 1525 


“We Believe in Asheville" 


QUALITY BAKERY 

QUALITY KNOWS NO SUBSTITUTE 
12 North Pack Square 
Asheville, N. C. 


NOLAND, BROWN & COMPANY 

M. C. NOLAND. President 

"SERVICE INSPIRED BY CONSIDERATION" 


283 Bi'tmore Avenue 


Automobile Ambulance Service 


Phone 65 
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O'HANLON - WATSON DRUG CO. 

— Service — Wholesalers — 

WINSTON-SALEM. N. C. 


Inc. 


Lilly Pharmaceuticals 
I and J Surgical Supplies 


DISTRIBUTORS FOR 


B and B Surgical Supplies 
Merck Chemicals 


TELEPHONE CONNECTION 7401 

Clark's Funeral Home 

L. T. Clark. Mgr. Southern Pines, N. C. 
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J. N. POWELL, Inc. 

"24 Hour Ambulance Service" 
TELEPHONE 6161 

H. G. McElroy, Mgr. Southern Pines, N. C. 
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ANNOUNCEMENT 


* 


The Buncombe County Medical Society will conduct a Tuberculosis 
Institute at Asheville, North Carolina, July 5 - 10th. Invitations have been mailed 
to 1100 medical societies, requesting physicians to make application to attend 
this first Seminar on Tuberculosis at Asheville. 

The classes will be divided into small groups and a course of intensive 
instruction will be given. Didactic lectures will be avoided as much as possible 

nr PHh'Tr 0 , in C ^ arg ®, of , flle Institu{e OTe: Dr - Karl Schaffle, Chairman; 
Dr. C. Hartwell Cocke; Dr Charles DeWitt Colby; Dr. J. W. Huston, Dr. Paul 
H. Rmger, and Dr. Martin L. Stevens. 
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FOREWORD: 


In presenting this review of the achieve- 
ments of South Carolina in the tuberculosis 
field, past and present, the South Carolina 
Tuberculosis Association wishes to make 
grateful acknowledgment to those who made 
it possible, the Committee for the South Caro- 
lina Section of the South Atlantic States Issue 
of Diseases of the Chest. 

South Carolina's tuberculosis program is 
two fold; the State Sanatorium with its at- 


tendant County health units, all of which 
is under the direction of the South Carolina 
Board of Health; and the South Carolina 
Tuberculosis Association with its 21 affil- 
iated associations, all of which is financed 
chiefly by the sale of Christmas Seals. 

Through words and pictures we are at- 
tempting to present an accurate cross-section 
of South Carolina's tuberculosis facilities. 








INDEX: 

THE LIMITATIONS OF ARTIFICIAL PNEUMOTHORAX 

William Atmar Smith, m.d., Charleston 

SOUTH CAROLINA STATE TUBERCULOSIS SANATORIUM 

Ernest Cooper, m.d., State Park 


PINEHAVEN SANATORIUM 


RIDGEWOOD CAMP FOR TUBERCULOSIS 


Mrs. Ashley Halsey, Charleston 


Allie Greene, r.n., Columbia 


GREENVILLE COUNTY TUBERCULOSIS SANATORIUM 

J. F. Busch, m.d., Greenville 

FLORENCE -DARLINGTON SANATORIUM 

E. C. Hood, m.d., Florence 

SPARTANBURG COUNTY TUBERCULOSIS SANATORIUM 

J. Moss Beeler, m.d., Spartanburg 
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The Limitations of Artificial #■ 

Pneumothorax 


Perhaps no single proce- 
dure in medicine has had a 
more profound and far- william atl 
reaching effect than has the charleston, 
introduction and more general utilization 
of artificial pneumothorax in the therapy 
of pulmonary tuberculosis. Though quite 
different in its mode of attack, less speci- 
fic in its adaptability and less certain in 
its application, it might take rank with 
the arsenicals in syphilis, insulin in dia- 
betes and liver extract in pernicious 
anaemia ; not solely because of conse- 
quences inherent in its own efficacy, but 
because of the wide therapeutic horizons 
which it has opened up. Like these modal- 
ites, it has revived and even revolution- 
ized the whole therapeutic concept of the 
disease and stimulated research and ID- 


WILLIAM ATMAR SMITH, M.D. 

Charleston, South Carolina 


r monic or cavernous. If the 

r smith. MR. ! atter ’, “ is ° f 0le 

luih Carolina “'•’"‘"S® artificial 

pneumothorax be used as 
early as possible. A lesion in the con- 
tralateral lung does not contraindicate 
treatment of the most involved lung. 
Frequently, this will clear up when the 
other lung has been collapsed. 

Second, in progressive minimal tuber- 
culosis artificial pneumothorax should 
not be attempted until a brief period of 
observation on bed-rest fails to show im- 
provement. Where tubercle bacilli are 
present, even though the process involves 
only a small area, the treatment should 
not be delayed very long. 

Third, Artificial pneumothorax may be 
used in certain selected cases of bi-lateral 


vestigation of even greater potentialities. 

In recent years knowledge of the suc- 
cess of this measure has spread widely 
both in lay as well as medical circles. 
It is not, therefore, surprising that in- 
quiry is frequently made of the sanator- 
ium physician by the patient, bis rela- 
tives, and often his personal doctor, as 
to why artificial pneumothorax has not 
been used. It is to these that this paper 
is addressed. 

It is important to keep in mind that in 
the employment of collapse therapy a 
clear concept of the underlying pulmo- 
nary pathological changes should be had. 
This can only be ascertained by a careful 
clinical and roentgenological study. The 
form of treatment which affords the best 
possibilities of arresting the process with 
the least possibility of barm should be 
instituted. There is uo one standard to go 
by, there is no one method applicable to 
all; each case presents its own problems, 
and to each the proper procedure must be 
directed if success is to he attained. 

The accepted indications of artificial 
pneumothorax are : 

First, predominantly unilateral disease. 
The process may be infiltrative, pnen- 


disease with a fair degree of success. 

Fourth , Cases of recurrent hemoptysis 
frequently demand immediate collapse. 
The wide-spread use of this method of 
treatment has been the means of cutting 
down the number of hemorrhage cases 
in the sanatorium to a minimum. 

Fifth, In certain cases of pleurisy with 
effusion, where there is a known lesion 
on the affected side, the removal of fluid 
and the replacement with air is most 
helpful. 

The induction of artificial pneumotho- 
rax is, of course, dependent upon a free 
pleura] space. Extensive adhesions be- 
tween the visceral and parietal surfaces 
of the pleura too frequently make this 
treatment impossible. Hence, no matter 
how well selected the case may be, no 
matter bow pressing the need for col- 
lapsing the diseased area, when adhesions 
are present this form of therapy must he 
abandoned. Adhesions constitute the chief 
limitation to the application of artificial 
pneumothorax. 

Not long ago two young female pat- 
ients entered the sanatorium at about the 
same time. Both had cavernous tubercu- 
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losis in the lower lobe of the left lung; 
both were extremely toxic. Artificial 
pneumothorax was attempted almost im- 
mediately after admission. In one, suc- 
cessful collapse was obtained ; in the other 
there was no pleural space. The first 
has recovered; the latter is dead. This is 
a common experience. 

Gases with large, superficial, tliin- 
walled apical cavities should rarely re- 
ceive artificial pneumothorax. There is 
danger of rupture and there is little likeli- 
hood of successful collapse. Rest therapy 
should be first instituted, then later par- 
tial thorocoplasty or apicolysis. 

The minimal fibroid cases involving the 
extreme apex should rarely require pneu- 
mothorax. These cases do best with pln*e- 
nic interruption. 

Bi-lateral cavitation frequently found 
in advanced disease presents a serious 
problem in collapse therapy. It is possible 
at times to use pneumothorax on one side 
and, later, to induce it on the opposite 
side, maintaining both simultaneously. 
In other cases pneumothorax may be ap- 
plied on one side, the lung permitted to 
re-expand, and later the contralateral 
lung collapsed. 

The usefulness of this procedure, how- 
ever, in bi-lateral cases is extremely limit- 
ed and only rarely successful. Every tu- 
berculosis therapeutist has a few successes 
of this kind to report, but it is probable 
that all will agree that it is hazardous 
and only warranted because of the hope- 
lessness of the situation without it. 

Pneumothorax is unnecessary in the 
first infection types as the majority of 
these cases will heal without it. As a 
matter of fact, it is contraindicated, as 
it might be the means of adding fuel to 
the flame and might result disastrously. 

In acute pulmonary types of tuberculo- 
sis pneumothorax is not often successful. 
Especially is this true in lobar involve- 


ments. Howevei’, where cavitation devel- 
opes it should be given a chance. In the 
acute broncho-pneumonic varieties it has 
a definite place and not really dramatic 
results are obtained. 

Even with this, the mortality still re- 
mains high. It should not be withheld on 
that account where a free pleural space 
makes it possible. 

Asthma and severe emphysema are dis- 
tinct contra-indications for pneumotho- 
rax. Despite the desirable character of 
the lesions, the additional burden of the 
collapse in these cases with low vital 
capacity makes its employment quite 
hazardous. 

In rare instances, where a cardiac dis- 
ease complicates tuberculosis, artificial 
pneumothorax cannot be employed. Age, 
too, probably constitutes one of the limi- 
tations of the employment of pneumotho- 
rax. In childhood and in adolescence it 
is quite successful, but in persons beyond 
middle life, where the lung has lost much 
of its elasticity, only rarely should it be 
employed. However, I have a patient 72 
years of age in whom the treatment has 
been very successful. 

In conclusion I would emphasize that 
each case of tuberculosis demands indi- 
vidualization in choice of therapeutic pro- 
cedure. Artificial pneumothorax is the 
best method of collapse therapy that is 
available at the present time, but it should 
be used with discretion. 

It has certain distinct limitations, the 
first of which is brought about by exten- 
sive pleural adhesions, over which the 
physician has no control. Even where 
there is a free pleural space it should not 
be employed in, first infection types, in 
tuberculous lobar pneumonia, in exten- 
sive bi-lateral disease, and in cases of pul- 
monary tuberculosis complicated by heart 
disease, asthma and emphysema. 
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South Carolina Tuberculosis Sanatorium 

STATE PARK, S. C. 

BY 

Ernest Cooper, m.d„ Superintendent 

(See Photograph on page 30) 


j , " *dea of a state tuberculosis sanator- 
ium developed slowly in South Carolina, 
it was thirty years after Doctor Trudeau 
opened the now famous "Little Red," that 
cmy definite efforts were made to cope 
with the tuberculosis problem. The pio- 
neers in this movement, themselves vic- 
tims of the disease, began a campaign 
that extended to the General Assembly 
and in 1914 resulted in securing a modest 
appropriation of $10,000 for the purpose 
j of establishing a state sanatorium. 

[ A site about ten miles from Columbia, 

[ the capital and geographical center of 
j South Carolina, was selected as ideal; 

: and the first unit, a ward of frame construc- 
tion for sixteen men, was opened in May, 
1915. Other buildings soon followed, in- 
cluding a preventorium for children and a 
building for negroes. By the year 1927 the 
South Carolina Sanatorium had reached 
a bed capacity of approximately 145 white 
adults, 26 negroes, and 48 white children. 

In 1927 the Masons of South Carolina 
became aroused over the shortage of beds 
in the state for the treatment of tuberculo- 
sis. The Most Worshipful Grand Lodge of 
Ancient Free Masons of South Carolina 
appropriated $10,000 for the erection of a 
sixteen bed cottage for ambulatory men. 
In 1929 Masonic Lodges raised $50,000 
with which they built a fifty-bed infirmary 
for white women. 

A brick, fire-proof chapel and commun- 
ity building was erected in 1932. This 
building of beautiful modernistic design, 
costing approximately $25,000, was se- 
cured by funds raised exclusively through 
the efforts of patients themselves. Labor 
for construction was furnished by the Re- 
construction Finance Corporation. 

The latest addition to the institution is 
the half-million dollar fire-proof building 
now under construction. This unit is being 
made possible through funds from the 
Public Works Administration and from 
bonds issued by the state of South Caro- 
lina. ,, 

So designed as to be completely tire- 
proof, this mammoth hospital building 
rising six stories high will have incor- 
porated within its walls all modem con- 
veniences and equipment. ( _ . 

The main dining room, nurses dining 


room, and kitchen will be housed on the 
ground floor, also the x-ray unit and out- 
clinic department. The general adminis- 
tration offices will be located in the first 
story with the two wings given over to 
patients' wards and four solariums. The 
second, third, and fourth stories will con- 
tain private bed-rooms, semi-private bed- 
rooms, two large wards, and four sun- 
rooms to each story. The top story will ' 
hold the operating room, recovery rooms, 
and a large sun deck. 

The combined sanatorium, new and old, 
will cover about five acres and include 
twenty-five buildings. It will have a bed 
capacity of over 500 patients and accom- 
modations for approximately 100 employ- 
ees. A central heating plant will furnish 
heat for the entire sanatorium. ■ 

The South Carolina Sanatorium oilers to 
all its patients — treatment, -rest, and re- 
creation. It is fully equipped with special 
facilities for administering all forms of 
modem tuberculosis iherapy. Suitable 
cases have the benefit of pneumothorax, 
phrenicectomy, pneumolysis, oleothorax, 
and thoracoplasty. For diagnostic pur- 
poses there are x-ray and fluoroscopy. 
During the twenty-two years of its exis- 
tence over 5000 patients have been ad- 
mitted. Of this number over 4000 have 
been discharged and of this 4000 over 70 
per cent either were "arrested” or showed 
improvement. 

Since its beginning in 1915 the sana- 
torium has been under the supervision of 
the Executive committee of the State Board 
of Health as trustees and of Dr. Ernest ! 
Cooper as superintendent and medical di- j 
rector. Dr. lames A. Hayne, secretary of i 
the State Board of Health, holds with j 
Doctor Cooper the distinction of having j 
served the sanatorium since its opening j 
to the present day. 

These two score years of inspiration, 
foresight, and co-operation between the 
State Board of Health, the superintendent, 
his medical and nursing staffs, and the 
patients have resulted in a successful and 
progressive administration. Nov/ with 
greatly expanded facilities for serving the 
tuberculous sick of South Carolina the 
sanatorium looks forward toward a new 
era of helpful service. 
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PINEHAVEN SANATORIUM 

CHARLESTON, S. C. 

BY 

Mrs. Ashley Halsey, Executive Secretary 

CHARLESTON TUBERCULOSIS ASSOCIATION 


On the first day of June 1921, the 
Charleston County Tuberculosis Associa- 
tion was granted a certificate of incorpora- 
tion by the State of South Carolina per- 
mitting it to "own and operate a Tubercu- 
losis Camp and Hospital." With the legal 
preliminaries settled, the small deter- 
| mined group which for years had carried 
| on in the interest of the tuberculous sick, 

1 turned its attention to securing a sana- 
( torium. 

j In November, 1924, this ambition was 
| realized and Pinehaven opened its doors 
j to white residents of Charleston County, 
j The plan provided a thirty bed building 
| for white people and a separate building 
! with domiciliary care for twenty Negroes, 
j which opened its doors in March, 1925. 

| The City Fathers of Charleston deeded 
| to the Charleston County Tuberculosis As- 
j sociation the 54.1 acres of pine-land six 
j miles beyond the metropolitan area and 

I - the County Delegation, by a tax appro- 
priation, provided for the construction of 
the buildings. This latter group since has 
made an annual maintenance appropria- 
| tion to the association, 
i For several years, Pinehaven benefited 
j from the Duke Endowment Distribution 
| and as a result it was able without finan- 
I cial embarrassment to develop into a real 
j hospital. Although charging {hose who 



can pay in proportion to their financial = 
ability to meet all or part of the cost of j 
their care, the sanatorium has never had I 
to refuse free care to white or colored ) 
citizens needing its services, except when j 
accommodations were lacking. 1 

In 1935, with an unsolicited appropria- j 
tion of $4000.00 from the Delegation and | 
help in construction from the W. P. A. the i 
Negro building was enlarged to care for z 
thirty instead of twenty patients. I 

In 1936 a memorial gift made possible ! 
the construction of the Harry Frost Infirm- | 
ary Wing, which provides proper accom- j 
modations for seriously sick white pat- | 
ients. i 

In the intervening years a 32 foot square j 
living room was built, a doctor's office, I 
operating room, x-ray room and equip- ! 
ment provided; and the grounds were laid j 
out attractively. j 

The medical affairs of the sanatorium j 
are ably administered by experts. Dr. W. j 
Atmar Smith is Medical Director, Dr. Wil- ! 
liam H. Prioleau does the surgical work 1 
and Miss Ola M. Woosley is superinten- ! 
dent. j 

Throughout its existence its medical j 
procedures have been sound and pro- j 
gressive; its nursing care tender ancl un- j 
remitting, and its sense of human values ! 
retained. ! 
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MEAD JOHNSON & COMPANY 
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There are at least two facts that strongly indicate the reasonableness of 
toe above suggestion: (1) In prematures, to whom cod liver oil cannot be given 
m sufficient dosage without serious digestive upset, Mead's Oleum Percom- 
orphum is the anti-ricketic agent of choice. (2) In Florida, Arizona and New 
Mexico, where an unusually high percentage of sunshine prevails at all sea- 
sons, Mead's Oleum Percomorphum continues increasingly in demand, as 
physicians realize that sunshine alone does not always prevent or cure 
rickets. 

Mead Johnson & Company, Evansville, Indiana, invite you to send for 
samples of Mead's Oleum Percomorphum for clinical use during the summer 
months to replace cod liver oil. 
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Everett E. Watson, M. D., Salem. 

FOREWORD: 


The Virginia Tuberculosis Association, 
trough its Executive Secretary, Miss Leslie 
1 Foster, is pleased to lend its support to this 
pecial issue of Diseases of the Chest; and 
xtends its congratulations to the physicians 
}f the Editorial Committee, under whose di- 
ection the Virginia Section of the journal 
las been compiled. 

The Virginia Tuberculosis Association, 
now nearly thirty years old, sponsors tuber- 
culosis work throughout the State of Vir- 
ginia, through tuberculosis organizations 
which are agents of the Association in the 
sale of Christmas Seals, and for the expendi- 
ture of the local share of the funds thus de- 
rived. About 1500 persons in Virginia are 
giving their services without renumeration 


to the campaign against tuberculosis. 

The revenue derived from the annual sale 
of Christmas Seals helps pay for sanatorium 
and home treatment for the tuberculous, pre- 
ventative measures for the protection of child- 
ren against the disease, and a widespread 
educational campaign to inform the public 
as to tuberculosis and its control. In 1936, 
more than $71,000 was spent in Virginia for 
these purposes. 

The Association cooperates with the medi- 
cal profession, and is pleased to render as- 
sistance when requested to do so. 

We are pleased to announce that the 
Southern Tuberculosis Conference and Sana- 
torium Association, will meet at Richmond, 
Virginia, September 29, 30 and October 1st. 
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Management of Empyema 



Although empyema is one 
of the oldest known diseases by 

and the literature is replete DEAN B - COLE . mj>. 
"'ith observations concerning Richmond, Va. 
its diagnosis and treatment, there is still empyen 
much disagreement concerning treatment, (ion be 
Empyema necessitous was known to the it is ne 
ancient Greeks and Egyptians, but no rect din 
method of treatment was advanced until ment ii 
Hippocrates resorted to thoracotomy. He acute s 
allowed the pus to escape through an conditi< 
opening made in the Sth or 9th inter- in impc 
space, keeping this closed with a tent of fore, ol 
lint attached to a thread, removing it the pi 
daily. On the tenth day he began injec- treating 
tions of warm oil and wine. This treat- with re; 
ment was not improved upon for some until sn 
1800 years until the introduction of rib dicated. 
resection in 1SG0. Since this time there parativi 
have been a number of improvements with depends 
a multiplicity of apparatus, but not until Pneui 
191S, during the influenza epidemic, was of more 
a serious study of this condition made. mas. In 


y these principles, greatly to the 

•ole M.n detriment many empyema 
patients. 

id, Va. mi „ , 

"he successful treatment of 
empyema requires the closest of coopera- 
tion between internist and surgeon since 
it is necessary that an accurate and cor- 
rect diagnosis be made if the proper treat- 
ment is to be carried out. During the 
acute stage of pulmonary infection, this 
condition exceeds the pleural infection 
in importance of treatment. It is, there- 
fore, often necessary to concentrate on 
the pulmonary condition, meanwhile 
treating the purulent pleural effusion 
with repeated aspirations and irrigations 
until such time as thoracotomy seems in- 
dicated. There are many varieties of sup- 
parative pleurisy, the treatment of which 
depends largely on the underlying cause. 

Pneumococcic pneumonia is the cause 
of more than fifty per cent of all empye- 
mas. In this condition, the empyema de- 


It was known before the World War that 
empyema may complicate traumatic hem- 
othorax, or develop following measles 
or scarlet fever, but its development with 
other complications such as pericarditis, 
arthritis, peritonitis and mastoid infec- 
tion was not recognized. 

The diagnosis of empyema should he 
suggested by a rise of temperature and 
displacement of the heart with dullness, 
diminished breathing and absence of vo- 
cal resonance following the crisis in a 
pneumococcic pneumonia. The pleural in- 
fection following the virulent streptoco- 
ccic respiratory infection called influenza 
is often more difficult to diagnose, al- 
though the diagnosis here is relatively 
simple if its likelihood is kept in mind. 
The two conditions differ as to cause, 
clinical manifestations and mortality, hut 
the underlying principles of treatment 
are essentially the same. Such cardinal 
principles are now generally accepted 
for the ideal handling of both types of 
the condition, but a regrettable confusion 
persists in the practical application of 


velops late, usually after the pulmonary 
infection is subsiding, and pleural adhe- 
sions form early. The pus is thick and is 
not absorbed and is the principle cause 
of toxemia at this time. Therefore, its re- 
moval is necessary regardless of the pat- 
ient’s condition. Because of the pleural 
adhesions with fixation of the mediasti- 
num, there is relatively little risk from 
any form of drainage. 

Streptococcic empyema develops early 
in the course of a streptococcic or in- 
fluenzal pneumonia and is usually co- 
existent with the pneumonia. Because of 
the presence of the pneumonia the pus 
should be aspirated repeatedly, if neces- 
sary, in order that symptomatic relief 
may be obtained until the pneumonia 
has run its course. The pus is thin and 
easily removed by aspiration. Since ad- 
hesions are late in forming, thoracotomy 
or any other surgery should be postponed 
until the pneumonia has subsided since 
there is risk of lung collapse from open 
pneumothorax and also the danger of a 
septicemia if surgical measures are uti- 
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lized too early in the course of the disease. 

The ideal treatment in any empyema 
is the evacuation of the pus, sterilization 
of the pleural cavity, complete re-expan- 
sion of the lung and restoration of the 
patient’s health. In most instances when 
the empyema is adequately drained the 
patient will make a prompt and unevent- 
ful recovery, but the tragic exceptions 
which constitute the failures make neces- 
sary a careful consideration of all avoid- 
able complications in every patient. A 
painstaking investigation of every patient 
should he made routinely prior to opera- 
tion. A consideration of the operative 
procedure both as to time and type of 
operation should he agreed upon. The 
character of pus found on aspiration, the 
period of time since the onset of the 
empyema, the x-ray and other evidence 
of mediastinal fixation or immobility will 
determine the emergency for operative 
drainage and the hazards of possible open 
pneumothorax. For example, when thick 
creamy pus is found on aspiration, we are 
assured of the presence of a localized 
walled-off empyematous abscess and may 
lie practically assured of a fixed medias- 
tinum. If accompanying this, x-ray ap- 
pearance and needle punctui’e reveal a 
soggy, thickened pleura, the need of irri- 
gation is recognized, for a resistent and 
plastic pleura requires disinfecting. In 
this condition we anticipate pleural adhe- 
sions with some difficulty in lung re-ex- 
pansion. On the other hand, a thin pus 
in an ill patient immediately suggests a 
streptococcic infection. In such cases we 
are confronted with the treatment of the 
primary disease, and must recognize the 
disasters which are almost certain to fol- 
low if an open drainage is introduced, 
entailing pneumothorax with a spreading 
of the infection to an unprotected pleura 
through lung collapse and mediastiual 
shifting. 

The attending physician and surgeon 
Should he in agreement as to time and 
type of operation. In our experience, a 
simple method of closed drainage has 
proven preferable to the use of compli- 
cated apparatus. There is no definite 


agreement on the method of drainage. 
Aspiration, intercostal drainage, and rib 
resection each has its indications and 
advocates. Good results from repeated 
aspiration have been reported hv some 
authors. Intercostal drainage is desirable 
with many patients since it is easy to 
institute and causes a minimum hazard 
in an ill patient. Eib resection with closed 
or open drainage is prefered by many 
surgeons. 

We have been impressed with the in- 
creased number of chronic empyemas 
that come under our observation. In our 
experience, the chief causes of chronicity 
are improper diagnosis and inadequate 
treatment of patients with acute empye- 
ma after a correct diagnosis has been 
made. The majority of these are results 
of ill-advised surgical interference which 
has been poorly executed, plus the cases 
which have been unrecognized. Chief 
among the causes of improper diagnosis 
are failure to keep in mind empyema as 
one of the most frequent serious compli- 
cations and sequalae of acute chest condi- 
tions, especially of influenza and pneumo- 
nia. We often see patients giving a typical 
history of influenza or pneumonia with 
temporary improvement or recovery, fol- 
lowed by a so-called relapse, who might 
have been diagnosed as “lung abscess” 
or “tuberculosis”, and given expectant 
treatment for weeks or months before 
empyema xvas suspected. Unfortunately, 
many of these costly mistakes are made 
in spite of all the facilities now available 
for correct diagnosis and adequate treat- 
ment. 

In our experience, tuberculous empye- 
ma is not a surgical disease and we are 
convinced that if this condition is treated 
early, energetically, persistently, and ade- 
quately by repeated aspiration and ir- 
rigation practically all patients will re- 
cover. We believe all pleural fluids in 
tuberculous patients should be aspirated 
and replaced with air. If the fluid is found 
to be cloudy, the pleural cavity should 
be irrigated with a 1:3300 aqueous so- 
lution of azochlorainid until the solution 
returns clear. Usually four to eight ounc- 
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es are sufficient. Following this from 25 
to 50 e.c. of the 1 :500 solution in Triacetin 
is instilled into the pleural cavity. This 
should he repeated daily at first and 
never less often than two or three times 
a week until the fluid has either become 
clear or ceased to reform. Following the 
instillation of azochloramid into the 
pleural cavity, some patients have a mild 
reaction characterized principally by sore- 
ness and pain in the chest and slight 
elevation of temperature lasting for one 


or two days. We have never seen a re- 
action of any consequence following this 
procedure. We endeavor always to pre- 
vent fever and other evidence of toxemia 
from the empyema with these patients 
and whenever one of our patients with 
a tuberculous empyema develops symp 
toms due to the empyema, we feel that we 
have not been sufficiently energetic in 
the treatment. If properly treated few of 
these patients will require thoracoplasty 
and almost none will require thoracotomy. 


"Reading Time of Papers published in Diseases of The Chest — 5 to 15 minutes ” 


MOUNT REGIS SANATORIUM 



Mount Regis Sanatorium, a private 
institution for the treatment of chronic 
pulmonary disease, was established by 
Dr. Everett E. Watson, in May, 1914. it is 
beautifully located, overlooking the pic- 
turesque old town of Salem, nestling in 
the Roanoke Valley between the Alleg- 
hany and the Blue Ridge Mountains of 
Virginia. It is situated on the summit of 
Mt. Regis Hill, fifteen hundred feet above 


level, and enjoys a charm oi unsu - 
sed scenic beauty. 

r Watson lives on the sanatorium 

inds and is available day cmd night 

duate nurses are employed ®d each 

ariment head has been at 
many years. The various spemal^s 
hospitals of Roanoke are available for 
sulfation when necessary. 
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(Staff House and Administration Building) 

CATAWBA SANATORIUM 

CATAWBA, VIRGINIA 
BY 

J. B. Nicholls, M.D., Superintendent 


Catawba Sanatorium, oldest of the 
three sanatoria operated under the direc- 
tion of the Virginia State Board of Health, 
is located in Catawba Valley — nearly 
2000 feet above sea level — in the Alleg- 
heny Mountains of Southwest Virginia. At 
its official opening, July 30, 1909, two pavil- 
ions and four tents provided accommoda- 
tions for 42 patients. Today the sanatorium 
plant, with its 1200 acres and 39 buildings, 
contains facilities for 340 patients and 120 
employees. Since 1910 it has conducted a 
training school for nurses, whose gradu- 


ates have attained a highly creditable 
standing. Since December, 1935, it has 
been testing the value of supplementary 
educational training for interested patients. 
In the building and achievements of Cat- 
awba Sanatorium, many have shared — 
particularly, the late Captain W. W. Baker, 
who is considered its founder; the late Dr. 
Ennion G. Williams, Virginia's first Health 
Commissioner, who served for 23 years; 
and Mr. A. Lambert Martin, . Business 
Manager during the sanatorium's 28 years 
of existence. 
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PIEDMONT SANATORIUM 


BURKEVULE, VIRGINIA 
J. B. WOODSON, M.D., Superintendent 
Piedmont, Virginia's Sanatorium for tuberculous 
Negroes was opened April 22, 1918 at Burkeville. 

This location was selected because ol its transporta- 
tion facilities and its close proximity to the Negro belt 
oi the state. At this lime there was only one building 
for patients containing thirty beds; this number was 
considered sufficient as it was not known whether 
the tuberculous Negro would accept sanatorium 
treatment. The experiment was successful and the 
institution gradually enlarged and today there are 


three buildings for patients containing one hundred 
and fifty beds. 

The institution contains all the necessary equip- 
ment for the modem treatment of tuberculosis. Since 
Us inception 4,708 patients have been treated. All 
stages of pulmonary tuberculosis are accepted. The 
rates are S3.50 per week. This includes board, lodg- 
ing, laundry and medical attention. 

A School of Nursing functions in connection with 
the institution and offers t wo years of accredited 
training in tuberculosis nursing for colored women. 
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Virginia Sanatoria 


BLUE RIDGE r? 

SANATORIUM 

yi 

Charlottesville \ ' 

Virginia 

by : 

WM. E. BROWN, M.o. 

Medical Director H 


*0* ' 


Medical Director - pS^SKST' T, 

Blue Rida c ullMlfinillll 1 E »» E« * 8Wfm'STjM(t^ 

Blue Ridge Sanatorium . 3 1 1L1 1 r. : 


I wasbuiU , by ,, the . Common- 

wealth of Virg ••:.• . d I s : >' fl T > 

opened for the ■--.J* • •• J' \ "v 

of patients in A- •: :■■■:'■, V'-i" ft 

with a capacity :r: : : ' ■ -■ *,V 

hundred and tw j . 

j From time to time *,•*->- ;’/t 

) tions have been made to rS'- 

I the institution, and the £ 4hhS 

| present capacity is two 

j hundred and thirty adults and forty children. 

| The sanatorium is equipped with every modem 
appliance for the treatment of pulmonary tubercu- 
| losis, and every patient after his admission is care- 
j fully studied by the medical staff and a course of 
' treatment outlined. 

| The preventorium is for the treatment of early 
, forms of childhood tuberculosis. Children from five 
I to fifteen years of age are admitted to this deparl- 
| ment and are kept entirely separate from the adult 
I patients. A school is maintained for them by the 
1 State Department of Education, 
i In addition to providing every facility for the re- 
- covery from their disease, the educational part of the 
work is probably the most important feature. Patients 
are taught the proper sanitary precautions to prevent 
j their spreading the infection to others, and are re- 
| quired to carry out these measures during their stay 
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here so that when they leave they are thoroughly 
trained and should not be a menace to the people 
with whom they come in contact. 

Another educational feature of the work is the 
maintenance of a Training School for Nurses. The 
graduates of this school are especially fitted to do 
tuberculosis and public health nursing. 

Through an affiliation with the University of Vir- 
ginia Hospital, the entire medical staff of the insti- 
tution is available for consultation; and the third and 
fourth year medical students are given special in- 
struction by the medical staff of the sanatorium in 
the diagnosis and treatment of pulmonary tubercu- 
losis. This instruction of the future doctors is especial- 
ly valuable, for they are thus better enabled to 
diagnose early tuberculosis and take care oi this 
type of patient. 
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Building Now Under Construction. rr/^vonTP A T 

TIDEWATER VICTORY MEMORIAL HOSPITAL 

NORFOLK, VIRGINIA 


By MSS. P. E. 

On December 1929, a group of people who were 
interested in the health and welfare of Tidewater, 
Va„ organized the Tidewater Tuberculosis Hospital 
Association for the specific purpose of building a 
Hospital to segregate advanced cases of tuberculosis. 

A state charter was obtained and 41 men and 
women were elected as the board of directors of the 
association. A beautiful 2! acre tract of land was 
purchased ten miles from Norfolk, on the Virginia 
Beach Boulevard. This purchase was made possible 
by public subscriptions. 


LOTZ, President 

Due to the depression, lunds to build were not 
available until this past year, when a campaign was 
put on to raise these funds, in Na^emond. Isleof 
Wight, Southampton, Princess Anne and NerfoU: 
Counfies, and the cities of Norfolk, South Norfolk, 

OT The SU fhsMwo units of the' Hospital axe now being 
constructed and when finished and equ p , 
have cost approximately seventy thousand dollars. 
Other units will be built v/hen possible. 

(Continued to page 46) 


When writing please mention DISEASES OF THE CHEST 


44 





V irqinia Sanatoria 



CHARLES R. GRANDY SANATORIUM 

NORFOLK, VIRGINIA 

BY 


M. F. Brock, m.d„ 

The Charles R. Grandy Sanatorium is 
one unit of the Norfolk City Welfare Cen- 
ter, It is composed of the following build- 
ings: Administration Building, Colored In- 
firmary, White Infirmary, and ten Cottages 
for ambulent white patients. The capacity 


Medical Director 

of the sanatorium is ninety patients. This 
is made up of sixty white, and thirty 
colored. About eighty per cent of the pat- 
ients are from the city of Norfolk; the re- 
mainder from nearby counties. 



PINE CAMP SANATORIUM 

RICHMOND, VIRGINIA 

BY 

. P. E. Schools, Medical Director 


1909 — The Tuberculosis Camp Society 
was organized for the purpose of building 
a sanatorium to care for indigent tubercu- 
lous cases. The first meeting was held in 
the home of Miss Frances Scott. The first 
president was Mr. Fred W. Scott. 

1910 — The first building, with twenty 
beds, was erected at Pine Camp. 

191 1 — The 'second building was opened. 
The building was erected through the gen- 
erosity of Mr. J. C. Tinsley and Ginter Park 
Ladies Association. 

1915 — Pine Camp was given to the city 
by the Tuberculosis Camp Society and at 
that time the Camp Society was reorgan- 
ized into the Richmond Anti-Tuberculosis 


Association. Hon. John Garland Pollard 
was the first president of the new organi- 
zation. 

1923 — Additions to Pine Camp Hospital. 

1932 — Addition of Infirmary and Admin- 
istration Building to Pine Camp. 

1933 — Opening of Childrens Pavilion at 
Pine Camp. 

1936 — Opening of Negro Pavilion at Pine 
Camp, with provision for Negro children, 
the first in Virginia. 

Present Capacity— 270— 56 of which 
are for colored, 40 beds are reserved for 
white children and 16 for colored children. 
All surgery is done in the Sanatorium. 
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1937 


TIDEWATER HOSPITAL (Continued from page 44) 

Mr. Vernon G. Eberwine is the Building Committee 
Chairman and Dr. C. Lydon Harrell will be the 
Medical Advisor. 

The Hospital is in two units, "A" and "B". "A" 
consists of administration offices, operating room, 
fluoroscope and x-ray room, examination room, lab- 
oratory, kitchen, staff dining room, house doctors 
quarters, beds for 34 white patients, and working 
units to take care of same. The center of the building 
is two stories. The second floor is the superinten- 


dents,' and the white nurses' quarters. Unit "B" is for 
16 colored patients, and the working units to take 
care of same. Over the center of this building are the 
quarters for colored nurses. 

There will be a resident house doctor in the hos- 
pital, and a consulting medical stall, these to bo 
elected from the different cities and counties in the 
district. 

The directors expect to have the Hospital open for 
patients in the fall of this year. 


t „ it:: I 


W3jnr~ 

m vi 

f mm&rj 

. : at- -i; 



HILLTOP SANATORIUM 

DANVILLE, VIRGINIA 

BY 

Helen A. Koss, b.n.. Superintendent 

, ,, .j i a <-mall shack was built to serve as a 

In 1914, two tuberculous individual g ventorium _ ThiS( s t ar ted merely as an 

obtained permission to pitch a tenton city p ^ led (o a $30)0 00 modern pre- 
property. From this sprang the mcent ium _ The money was supplied by 

to build a camp lor the ™bercutous oi Kiwanis C lub in 1928. . 

Danville and in 1915, a crude camp The institution is supported by city coun- 

opened with Miss Helen Koss m charge d Community Ches t appropriations 

Not until ‘1922, alter much agitation, was lo the one ha ]f of the daily per 

there any further development. I hen, ita cost that the state supplies. 

30 bed building was erected. — — — , - 
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PLAN TO ATTEND 

Southern Tuberculosis Conference 

September 29-30 - October 1. 1937 

make your reservation early 

HEADQUARTERS 

hotel JOHN MARSHALL 

RICHMOND, VIRGINIA 
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FOREWORD: 


The Georgia Tuberculosis Association 
wishes to compliment the Editorial Commit- 
tee, which was instrumental in making pos- 
sible this section, on its fine work. We are 
happy to have our state included in this 
South Atlantic States Issue of Diseases of 
the Chest. 

Georgia takes its place in the parade of 
progress. With its seven active Tuberculosis 
Associations covering a large part of the 
state; with its active field unit under the able 
stewardship of Dr. Abercrombie and Dr. 
Schenck; aided by the able guidance of 
Mr. J. P. Faulkner, Executive Secretary of 


the Georgia Tuberculosis Association, we 
march forward in the campaign against the 
Great White Plague. 

We are proud of our accomplishments. We 
have seen the death rate steadily decline 
and the figures for 1935 are as follows: Total 
death rate among the white population, 634 
or a rate of 32.9 per cent; among the colored 
race the total number of deaths is 1,060 or 
a death rate of 96.2 per cent. A recent survey 
gives 675 beds for the tuberculous sick in 
the various sanatoria over the slate. The fol- 
lowing pictures and articles to some extent 
tell the story. 
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Abound and around 
swirling in n ma $ f, u . y? goe g by 

the age-old struggle for the champneys h. hoimes, m.d. 
Control aild eradication Of Atlanta, Georgia 

tuberculosis racing dizzily towards an 
inevitable destiny. It is like a gigantic 
spiral nebula whose whirling, revolving 
incandescence sweeps onward across the 
heavens of recorded history. Here and 
there cataclysmic explosions occur result- 
ing in the creation of numerous Fovae. 

Some shine forth with a sustained bril- 
liance; others illumine briefly the celes- 
tial horizon, flicker, and with a sharp hiss 
subside into vaporous nothings. These 
Fovae, we know them well. We have ob- 
served them, tested and weighed them. 

We' have been exalted to the heights of 
anticipation and expectancy by them, 
only to be plunged into the depths, in their 
futility. We glorify' in the dazzling bril- 
liance of others. In this astronomical con- 
cept, we may review some of these etherial 
new-births which have burst forth, and, 
with varying degrees of shining splendor, 
beamed through space in parade: the 
animal transmission of the disease, dis- 
covery of the tubercle bacillus, tubercu- 

the 


lin, vaccines and sera, exercise m 
open, the rest cure, chasing climate, the 
sanatorium, acid-base diet, sanocrysin, 
collapse therapy, chest surgery, and the 
Mantoux test. So, around and around, 
dizzily spinning, this huge galaxy of strife 
and struggle, failure and disappointment, 
hope and achievement charts its unerring 
course to inevitable glorious fulfillment. 
In the center of this spiraling vortex, the 
vital nucleus of it all, stands the patient. 
Let us come down to eai'tk and make some 
comments upon the all important mem- 
ber of this scheme of tilings. 

Without the patient, the familiar but 
glamorous story would have never been 
recorded; mithout the patient, the tradi- 
tional struggles, ambitions, and accom- 
plishments would have been pointless and 
fruitless. But there is the patient; and, 
as in the past, as at the present, and for 
whatever incursions into the future may 


be needed, all effort will 
continue to be untiring and 
ceaseless. In response to 
this protective and shield- 
ing spirit of the medical profession — en- 
gendered in the remote beginnings, 
cradled in antiquity, nurtured and incu- 
bated during the middle ages, and today, 
eonsumated and sustained — the patients, 
or most of them, sense a deep, inherent 
obligation. This is as it should be. Those 
of us who have come into intimate con- 
tact with the tuberculous sick bare often 
observed it, admired it, and, augmented 
by its presence, have been able to mobilize 
a mightier force to aid in the fight of his 
or her battle. To you delinquents in the 
ranks of patients who read these lines, let 
it be hoped that you will be inspired to 
abide by this message. 

The psyche, the emotional and mental 
reaction, the psychology and psychopa- 
thology of the tuberculous patient have 
been studied by numerous investigators, 
and his studies have resulted in many 
conflicting opinions. The gamut from 
neurasthenia to genius has been run. 
Surely it would seem that there is no 
characteristic mental or emotional state 
peculiar to the victim of tuberculosis. On 
the other hand, it is most plausible and 
rational to feel that as a consequence of 
having the disease, with the necessary 
resignation and many adjustments, ample 
time for meditation, introspection, and 
stock-taking, there is exerted a profound 
influence upon, and modification of, the 
psyche. It seems to serve, except in an 
unfortunate few, to build and mold 
character. As with the bird of the ancient 
myth a new Phoenix arises from the 
ashes and wings its way to previously 
unsoaml heights. The euphoria and op- 
timism of the tuberculous are so well 
known thev have almost become tradi- 
tion It is with a distinctive pleasure and 
an utter sincerity that I can say that 
some of the Iovliest and most charming 
personalities, some of the finest and most 
inspiring characters that I have ever 
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known, are numbered • among my tuber- 
culous patients. Those unfortunates, pre- 
dominantly in the minority, who are re- 
bellious, resentful, embittered toward 
their illness do not, with rare exceptions, 
do well. I count a bouyancy of spirit and 
a willingness of cooperation of paramount 
importance in the equipment of patients 
for fighting and overcoming their ’tu- 
berculosis. 

Despite the tremendous handicap of 
physical impairment, on numerous oc- 
casions there have been forged in this 
crucible of sickness, suffering, isolation, 
careers of far flung repercussions. To cite 
a familiar incident — Treasure Island 
was conceived by Robert Louis Stevenson 
when taking the cure, and while looking- 
through, not at, the four confining walls 
of his cottage room. In this connection, I 
should like to recommend Fighters of 
Fate by Dr. J. A. Meyers. Some psycho- 
logists have stated that an inferiority 
complex exists in the tuberculous patient. 
To make up for this, to over-compensate, 
superb efforts are made in one or more 
directions. Not infrequently, genius ac- 
crues. True it is that many names of the 
world great are the names of those who 
have battled the Great White Plague. The 
following is only a partial list of some 
of them: Spinoza, Nadson, Gorki, St. 
Francis of Assisi, Chateaubriand, Mozart, 
Rueckert, Schiller, Goethe, Nova I is, Vol- 
taire, Kant, Chopin, Keats, Artemus 
Ward, Sidney Lanier, Paganini, Eliza- 
beth Browning, Harold Bell Wright, 
Eugene O’Neill. 

I earnestly subscribe to the belief that 
a patient with tuberculosis have a basic, 
firm, lucid knowledge of the disease. It 
is a common practice when that one is con- 
fronted with a problem the surest ap- 
proach to its solution is through the 
acquisition of knowledge and informa- 
tion pertaining to it. A patient with tu- 
berculosis has to contend with this dis- 
ease through the years. This disease 
proves the exception to the rule, “what 
you don't know won’t hurt you,” because 
in tuberculosis it pays to know! The 
source of this knowledge should be your 


doctor and authentic medical literature, 
not the newspaper, magazine, or the pry- 
ing, nosey — albeit well meaning — neigh- 
bor or friend. I think it wholesome to im- 
part to patients some knowledge of the 
pathological process in their own lungs. 
It is intriguing, and at times amazing, to 
hear them refer to their rales, their 
cavity — something so intimately and vi- 
tally their own — as something apart. 

There is a role of tremendous signifi- 
cance and importance filled by our pat- 
ient, of which I feel entirely too little 
mention has been made; and for which 
too inadequate credit has been rendered. 
This is the role of the missionary in the 
tuberculosis field, the spreader of the 
true gospel. It is frequently my duty to 
“break the news” to individuals suffering 
from tuberculosis, and to outline for them 
the long rough road ahead. Those of you 
who have been on the receiving end of 
this experience know only too well the 
emotional storm created within you at 
this crisis, recall the sickening multitude 
of doubts, fears, and perplexities that 
assailed you. I know of nothing more ef- 
fective in allaying these anxieties, in 
smoothing the troubled waters, than the 
soothing council and softening words of 
comfort from the ex -patient, one who has 
been “through the mill”. Likewise, most 
effective in dispelling the apreliension in 
patients incident to beginning pneumo- 
thorax treatment is the moral support 
imparted by the veteran of many refills. 
I have utilized this support on many 
many occasions, both to the advantage of 
my patient and myself. In our ex-patients, 
we have a host of workers crusading 
under the banners of the double-barred 
cross, lending a friendly helping hand, 
giving wise suggestions and advice, point- 
ing the way. How often they are instru- 
mental in causing one to consult a doctor. 
They know the handwriting on the wall. 
Every physician has seen cases which he 
can trace back to this source. In my own 
practice, a substantial per cent of my 
patients have come through these chan- 
nels. So patients, present, past and future, 
(Continued to page 53) 
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GEORGIA STATE TUBERCULOSIS SANATORIUM 

ALTO, GEORGIA 


BY 

D. T. Rankin, m.d., 

In 1911 lunds were appropriated by (he legislature 
for a sanatorium for tuberculous patients in Banks 
County near Alto, Ga., and In 1913 the institution 
was opened for incipient and moderately advanced 
cases. The buildings comprised: one for the more 
acutely sick and six pavilions for the ambulant and 
semi-ambulant. As time went on, it was found that 
more space was necessary and a tract oi land was 
purchased )ust across the county line in Habersham 
County, and the present main building was erected 
with a capacity for 170 patients and opened in 1927. 
This was equipped with x-ray, laboratory and 


Superintendent 

operating rooms. 

The Childrens' Building was erected and given to 
the state by the Masons of Georgia in 1930 and 
provided 72 beds for white childhood tuberculosis. 
The old sanatorium was turned over to the nogroos 
giving them 87 bods. In 1932 Thomas County built 
and deeded io tho slate a brick cotlago with space 
for 16 patients. This gave a total capacity of 343 beds. 

The sanatorium provides the latest in treatment ior 
tuberculosis. Collapse is obtained by pneumothorax, 
phrenlcotomy, pneumolysis, apicolysis and thora- 
coplasty. 
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FAIRHAVEN SANATORIUM 



ATHENS, GEORGIA 

C. O. MIDDLEBROOKS, M.D„ Medical Director 


Falrhaven Tuberculosis Sanatorium, nestled in a by Clarke 
grove of whispering pine trees, atop a crost in the ssue in I. 
foot-hills of Georgia's mountains is equipped to give they least 
complete and modem treatment to tuberculosis pal- sodaUon^ 

iS The 36 bed hospital is equipped to do x-ray, flue- Lo ^*® d 
roscopic examinations, and pneumothorax. F“ »alor Georg a, 
surgical work the sanatorium has entree io the relatives^ 

0 l f?u?’S. H °? P S»s 1, retained, UM « « 

hospital suporlntendenl on fuMmo . du !T ^ 5,a %° E _ H , 

includes a medical director and advisory board :■ Mid 

The slruciure housing the sanatorium was bum u,. _ 
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by Clarke County with funds secured from a bond 
issue in 1927 Finding the mainlance too burdensom , 
they leased it to the Clarke Couny Tuberculosis As- 
soefation in 1929. This 

relatives, who accompany them and five in 
within easy access. nl hospital: 


c o iSSS>£ 1. 4. Msdlcal Dlreelon 
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BATTLE HILL SANATORIUM 


" ATLANTA 

7/JI By I. C. BURCH, M.D, 

Battle Hill Sanatorium is owned and operated by 
Fulton County and the City of Atlanta for the treat 
ment of pulmonary tuberculosis Only patients who 
are citizens of this county are eligab'e for admission 
The sanatorium opened for the reception of pat 
lents in 1910 with sixty six beds for white adults 
Since then it has grown to its present capacity of two 
hundred and fifty five beds There are complete seper- 
ate departments for white adults, white children, ne- 
gro adults and negro children 
The laboratories contain up to date equipment In 
the clinical laboratory will be found all necessary 
reagents and equipment for carrying out any mvesti- 


GEORG1A 
Asst Superintendent 

gation required in this type ot institution including 
complete blood studies The xray laboratory is 
equipped for any kind of photographic or fluoroscopic 
work 

In the treatment of tuberculosis, the old tripod 
rest, good food and fresh a ir is supplemented by 
such modern procedures as ultra violet rays, larqn 
geal cauterization, pneumothorax, phrenic interrup- 
tion, and thoracoplasty in those patients where it ap 
pears indicated, the major surgery being done in lo 
cal general hospitals Dr J H Bradfield is the 
Superintendent of the sanatorium 


THE ATLANTA TUBERCULOSIS ASSOCIATION 

f 

BY 

MARY DICKINSON 
Executive Secretary 


( The Atlanta Tuberculosis Association is the largest 
local unit within the state. It serves about 400,000 
people and covers a territory of B13 square miles 
Thirty years ago this unit was begun as a small 
clinic fostered by the Fulton County Medical Society, 
and state health officers, in cooperation with a pri- 
vate agency, then known as ' The Associated Chan- 
| lies" Later the organization became known as the 
Atlanta Tuberculosis Association, which now pro- 
motes clinics, nursing serice, laboratory service and 
an educational program. A recent survey of the 
patients show that 55 per cent are colored and 45 
per cent are white and that both races are re- 
presented in the medical and nursing service. In the 
report for 1936 it is shown that 3596 different individ- 
uals passed under the observation of the clinic staff 
of 43 physicians who held a fofal of 968 clinics 
Monthly reports are made to the three health of- 
ficers in the district served by the association. The 
community unites through Its community chest, its 
tax funds, and through the sale of Christmas Seals In 
financing the work. The control of the business side of 
the organization is in the hands of a group of lay 
men, of which Mr T. M. Forbes, is President Dr. E, 
A Bancker, Jr., is chairman of the Medical Staff. 


The extensive work of the association makes pos 
sible almost any type of research work desired in 
the tuberculosis field The preventative program is 
being extended through group studies and institu- 
tions, colleges, schools, and rural groups The educa- 
tional department, largely staffed by men in the 
medical held, is steadily building up an intelligent 
cooperation of lay people All types of educational 
facilities are used, exhibits, lectures, classes in tu- 
berculosis control, films and radio addresses 

The services of the Atlanta Tuberculosis Associa 
tion are extended to positive cases, suspects, and 
people who have been in contact with tuberculosis 
and are unable fo have private physicians This is a 
service which is extended to those who are sick and 
unfortunate. The educational program may be se- 
cured by anyone There is a well organized colored 
branch which is carrying, forward the educational 
programs in their own districts. The public school 
authorities are working in close cooperation and 
organized clubs, of both men and women, are ardent 
promoters While the 1938 budget shows an expendi- 
ture of 532,169 86, it was demonstrated that at a con- 
servative estimate, the association had received vol- 
unteer service worth $46,000 00. 
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HEALTH PROGRAM FOR CHILDREN AT MACON, GEORGIA 
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The Tuberculosis Commission ol Macon, Georgia, 
ol which Mr. Lee M. Happ is Ihe Chairman, has 
taken ihe lead in Georgia in giving care to under- 
nourished children far a number of years. The health 
officer and the school physician and nurses have re- 
ferred io ihe commission a number of children, both 
white and colored, that are in need of special care 
and the commission has prepared for them pleasant 
quarters in sections of the city parks where they can 
carry on their studies, receive proper rest and re- 
creation, and have additional food supplied them. 


IAS, P. FAULKNER, Executive Secreiary 
Georgia Tuberculosis Association 


These children have almost invariably shown 
great improvement physically as well as in their 
studies, and, in order that those whose home condi- 
tions are the least satisfactory may in the summer 
session not loose the gains they have made, groups 
of the white children are carried to a delightful camp 
in the mountains of North Georgia. 

It has not been possible yet for the commission to 
provide the summer camp experience for colored 
children, but they are splendidly cared for in Macon 
and become a husky lot. 


AT MACON, GEORGIA 
HISTORY OF COLLAPSE THERAPY 

Collapse therapy was instituted in 
1933 as a part of the program for the 
control of Tuberculosis provided, by the 
City-County Department of Health : clin- 
ic space, fluoroscopic service and per- 
sonnel were provided by the Health De- 
partment and General Hospital; a public 
spirited citizen donated the pneumotho- 
rax equipment; one physician with pre- 
vious experience volunteered to give all 
pneumothorax treatments. Clinics were 
held once a week during the first year. 

With an increasing number of patients 
coming for treatment and a greater in- 
terest on the part of other physicians, 
it became necessary to hold two clinics a 
week and the attending staff was in- 
creased to three. The reasons for the rapid 
growth of the clinic assured its success. 
The number of hospital beds for the tu- 
berculous was limited; the waiting lists 
were long; applications for hospitaliza- 
tion would be pending for months. Col- 
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Macon, Georgia 

lapse therapy offered hope to many in 
this group. It helped to fill the gap be- 
tween diagnosis and hospitalization. Soon 
it became obvious that such careful selec- 
tion of cases was not necessary. Contrary 
to general opinion, good results were 
often obtained in the colored race. 

One year ago surgical collapse was 
inaugurated through the general hospital 
and a competent staff surgeon. Tin's in- 
cluded plirenics and thorocoplasly. 

During 1936 a total of 300 refills was 
given. Thirty-six new patients received 
pneumothorax. Twelve patients had their 
phrenic nerve crushed and two had thora- 
coplasties done. 

That these good results have been ob- 
tained in the face of obstacles speaks for 
the method. The majority of patients 
came from destitute homes where proper 
food could not he obtained. Many who 
should have been straight bed patients, 
attended clinics every week. 
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OCR PATIENTS (Continued from page 49) 

let us all march 


together 


in cohesive 
unity, and keep our faces turned toward 
the day when upon our shields of battle 
victory will be emblazoned. 

Now, back into the skies whence you 
came, 0 Heavenly body, and whirl rapid- 
ly onward to your destiny. We eagerly 


and watchfully await the genesis of great- 
er and more luminous Novae, to shine as 
guiding beacons whither we go. It can 
only be to that glorious fulfillment where 
mankind stands free of the shackles of 
the dread plague tuberculosis. God speed ! 
O Patient — forbear! 
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Progressive Business Firms in Georgia 


NEWTON & WARD COMPANY 
AMBULANCE SERVICE 

Telephone 479 Gainsville, Georgia 


x 

* 


"THE STORE OF PERSONAL SERVICE" 

Moon-Winn Drug Co., Inc. 

Prescription work our Specialty 
PHONE 67-68 


REID DRUG COMPANY 

"THE REXALL STORE" 


Athens 


Georgia 


ATHENS 


GEORGIA 


V 

V 


V 

V 


MC DORMAN - BRIDGES 

Superior Ambulance Service 

D. Weaver Bridges, President Athens, Georgia 


X 

X 

❖ 


Price Provision Company ,j 

Manufacturers ol 

Piedmont Brunswick Stew 


Established 1911 

Bernstein Funeral Home 

"AMBULANCE SERVICE" 


❖ 

* 

♦P 

❖ 


ATHENS 


GEORGIA 


Athens 


Georgia 


V 


approved 


~x~ 


DRS. LANDHAM AND KLUGH 

X-RAY AND CLINICAL LABORATORIES 

JACKSON W. LANDHAM, M.D. 

Roentgenological diagnosis. Radium and Deep X-Ray Therapy. 

GEORGE F. KLUGH, M.D. 

Pathology, Serology, Bacteriology, Blood Chemistry. 

Toxicology and Metabolism. 

CONTAINERS FOR SPECIMENS AND CULTURES WITH 
INFORMATION FURNISHED UPON REQUEST 
ADDRESS 

DRS. LANDHAM AND KLUGH 

139 Forrest Avenue N. E. Atlanta, Georgia 

Telephones WAlnut 7510 cmd 7611 
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Evaluation of Phrenic Nerve Surgery 
in the Treatment of Pulmonary Tuberculosis* 


Tins statistical study was 
undertaken recently for the 
purpose of determining, if 
possible, wliat actual service 
phrenic nerve surgery could 
render under the conditions of 


BY 

M. JAY FLIPSE, M.D.. 

E. C. BRUNNER, M.D„ 

J. N. SNYDER, MU.. 
JAMES H. PUTMAN. M.D. 

Miama, Florida 


treatment necessary in our own depart- 
ment. In order to permit a fair compari- 
son with other statistical studies a des- 
cription of our facilities, is pertinent. The 
Jackson Memorial Hospital is a general 
hospital, owned and operated by the City 
of Miami as a charity and “pay” or priv- 
ate institution. The Department of Tu- 
berculosis has thirty beds for the treat- 
ment of white patients and sixteen beds 
for that of colored. Patients are usually 
referred through an ambulatory clinic or 
directly by one of the other services of 
the hospital. Since the bed capacity of 
the department is not adequate to handle 
all applicants, an attempt is made to 
make the period of hospitalization as 
short as possible consistent with safety to 
the patient and his family. Some patients 
are not able to arrange for suitable care 
outside of the hospital because of econo- 
mic condition. These patients are fre- 
quently hold longer than is actually nec- 
essary or are occasionally sent to a con- 
valescent home provided they are non- 
contagious. The duration of hospitaliza- 
tion not being an actual gage of the con- 
dition of the patient, it has been omitted 
from this report. After discharge front 


‘Based on the study of 85 consecutive cases on the 
Charity Service of the Jackson Memorial Hospital, 
Miami, Florida. 


the hospital, patients, with any 
type of collapse therapy are 
observed in an ambulatory 
clinic, staffed by the same 
physicians who treated them 
during tlieir hospitalization. 

In the selection of cases for phrenic 
nerve surgery, each case is studied both 
clinically and by x-ray, frequently in con- 
ference with several members of the staff. 
Each of the operation’s in this series was 
performed by the same surgeon and the 
request, as to the type of operation ori- 
ginated in the medical division of the 
tuberculosis service. The surgeon’s coun- 
cil and advice has, with rare exception, 
approved of the type of operation re- 
quested by the attending medical staff. 
Follow up observation is entirely under 
the direction of the medical division of 
the tuberculosis staff. 

Types of Operations 

Two types of operations are used, tem- 
porary phrenic and permanent phrenic 
interruption. In the permanent type, the 
peripheral segment of the nerve is evulsed 
and a segment of 6 to 10 fins, usually 
removed. In the temporary type, the nei ve 
is injected with alcohol and then crushed 
w ith a hemostat for a distance of 1 to 2 
eras Both operations are performed under 
novocaine anesthesia. As will be noted in 
table I (following page), the permanent 
operation was generally used in the earl- 
ier cases in our series and the temporary 
(Continued to page 60) 
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| FLORIDA STATE TUBERCULOSIS SANATORIUM 

| Mrs. May McCormick Pyncheon 

Jacksonville, Florida 


An important objective in Florida's 
twenty-year-old fight on tuberculosis will 
be attained in the spring of 1937 with the 
| opening of the State's $600,000 sanatorium 
! near Orlando. The hospital will house 400 
! patients and will be equipped to provide 
j the most advanced treatment devised by 
( medical science. 

i With the completion of’ the sanatorium, 
Florida will be well prepared to attack this 
disease along three important fronts; pre- 
ventive work, which is being carried on 
by the State Tuberculosis and Health As- 
sociation; early discovery and diagnosis, 
which will be one of the major functions of 
the recently created tuberculosis unit of 
the State Board of Health; and adequate 
treatment for the patient. 

First plans for a tuberculosis sanatorium 
in Florida were made in 1927, when the 
State Legislature created the State Tuber- 
culosis Board and authorized an appro- 
priation of $200,000. The money was not 
made available, however, until the past 
summer when taxes on the estate of the 
late Alfred I. duPont yielded $3,000,000 in 
unbudgeted income. This together with a 
I loan and grant from the Federal Emer- 
i gency Administration of Public Works, 
| enabled the board to begin construction. 
1 Orlando was selected as the site be- 
| cause of its central location, public utility 
I and transportation facilities and because 
| of hospital and medical facilities avail- 
j able. The building is on a hilltop and has 
been planned so as to admit the maximum 
amount of sunshine and to take advant- 
age of prevailing winds. There will be 
two wings— one with 300 beds for white 
patients and the other with 100 beds for 
negro patients. The wings will be con- 
nected by an arcade. 

The negro wing is complete with small 


recreation room and offices for eye, ear, 
nose and throat specialists, dental treat- 
ment rooms and other facilities. A negro 
interne will be employed. Separate en- 
trances have been constructed. 

The Florida Works Progress Adminis- 
tration in a cooperative plan with the 
County Commissioners of the county in 
which the institution is located will finance 
a beautification and landscaping project. 
This includes the construction of recrea- 
tion facilities, plans for white and colored 
patients, and the restoration of a lake over 
which the sanatorium looks. 

Indigent patients will be admitted 
through the various boards of County Com- 
missioners in accordance with the original 
law passed in 1927, under which the insti- 
tution will be operated. Under this law 
County Commissioners are responsible for 
the financial care of patients from their 
counties. A bill is before the Florida Legis- 
lature at this time which if favorably 
considered will give the counties financial 
. aid. An appropriation is set up in the bill 
on which counties utilizing facilities at the 
sanatorium can draw for two-thirds of the 
per diem cost, but not to exceed $3.00 per 
day . This per diem cost also liquidates the 
loan from the Federal Government. The 
estimated annual cost per patient is $1,000. 
. Dr. R. D. Thompson, formerly medical 
director and superintendent of the State 
Tuberculosis Sanatorium, Statesan, Wis- 
consin, has been selected for medical di- 
rector and superintendent of the new insti- 
tution which will be ready for occupancy 
late in the summer of 1937. 

State Tuberculosis Board, which 
will direct the operation of the Sanatorium, 
consists of: W. T. Edwards, chairman, 
Jacksonville; Mrs. Murray L. Stanley, Day- 
tona Beach; and Dr. Arnold S. Anderson, 
St. Petersburg. 
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p°°;rs“ t tu J——X 

UJo 'l f , ”* U prob- 


IZacCj A(]c and Sex Incidence 


AGE 

WHITE 

Male Female 

0-10 

0 

1 

11-20 

i 

1 

21-30 

3 

12 

31 - 40 

7 

11 

41 - 50 

4 

3 

51-60 

5 

0 

01-70 

3 

0 

Totals 

23 

28 

Total White 

-51 


COLORED 
Male Female 

0 0 
1 2 
2 9 

12 2 
1 0 
0 0 
0 0 

16 13 
Colored - 29 


TABLE NO. II. 

Table No. II shows the Race, Age and 
Sex incidence of SO of the cases in this 
series. The age of the other 5 cases was 
not available from the records. It is inter- 
esting to note that 2S.75 per cent of the 
phrenic operations were performed on 
white women from 20 to 40 years of age. 
This same age group in both sexes and 
races furnished 72.5 per cent of the cases 
in this series, the youngest case was 10 
years and the oldest, 66 years of age. 

Results 

WHITE COLORED 


Good 

Male 

14 

Female 

14 

Male Female 

3 4 

Fair 

4 

3 

0 

0 

Poor 

0 

1 

0 

0 

Died 

4 

10 

6 

8 

Totals 

22 

28 

9 12 


TABLE NO. III. 

There are only seven known survivors 
from the colored patients who have had 
phrenic nerve operations. This constitutes 


one-third of the colored patients whose 
subsequent history is known. The average 
survival since operation for this group of 
seven is slightly less than two years, hut 
only 2 of the 7 were operated on prior 
to 1935. One case has survived 39 months, 
but is still being treated by pneumotho- 
rax. 

Among the white patients the ratio of 
•survival is better: 36 of this group are 
known to be alive and 14 dead. The ratio 
of living to dead is 2.05 to 1 in the white 
group and 1 to 2 in the colored. The aver- 
age survival since date of operation 
among the whites is 27.5 months and 13 
have survived over 2 years. Five of the 
cases have survived over 5 years. How- 
ever, all of these cases were of a far ad- 
vanced bilateral nature and none are 
considered cured as yet. The fact of their 
survival is in itself significant, since none 
of these patients would have given a prog- 
nosis of surviving for two years without 
collapse procedures. 

Conclusions 

From the survey itself we are forced to 
conclude that while the procedure of 
phrenic nerve operation has merit, it is 
more useful as a secondary measure than 
as a procedure of choice in cases of far 
advanced disease. It has its place in help- 
ing to control the lesion in far advanced 
bilateral disease until more opportune 
time for major surgery, such as thora- 
coplasty. It has value in augmenting an 
incomplete plineumothorax in selected 
cases. 

Concerning the choice of temporary and 
permanent phrenics, our opinion is crys- 
talling in favor of the temporary opera- 
tion except where the degree of destruc- 
tion of the lung is such as to warrant 
little hope of ultimate usefulness. Where 
the lesion is apical, a temporary phrenic 
has the advantage of saving some degree 
of usefulness for the lower lobe after an 
apical thoracoplasty has been performed. 
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ORLANDO , FLORIDA - A Progressive City 


We were proud to have had a part in the construction 

of the 

FLORIDA STATE TUBERCULOSIS SANATORIUM 
LANGSTON -MURPHY CONSTRUCTION CO. 

ORLANDO — FLORIDA 


COMPLIMENTS OF 

CAREY HAND 

"AMBULANCE" 


Phone: Orlando 


l* EVANS-REX 


DATSON 


EMRICH'S 


DRUG COMPANY 


Orlando » « Florida 


DAIRIES 


Orlando » « Florida 


ORLANDO 


PHARMACY 


Orlando »« Florida 


COMPLIMENTS OF 

EISELSTEIN BROS. 


Ambulance' 


Phone: Orlando 


COMPLIMENTS OF THE 


FLORIDA POWER AND LIGHT CO. 


100 East Central Avenue 


ORLANDO 


FLORIDA 


t STONE & BUTLER 


602 West South St. 

X 


SMITH & SMART 

"Ambulance" 


STARKS & STRONG * 

$ 

414 W. Westmoreland Drive V 

X 


ORLANDO »« FLORDA ORLANDO »« FLORIDA I ORLANDO »« FLORIDA $ 
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EVALUATION OF PHRENIC NERVE SURGERY IN THE TREATMENT OF 
PULMONARY TUBERCULOSIS (Continued from page 54) 

operation was used most frequently dur- 
ing tlie last few years. 

Discussion of Indications 

Practically all of our cases fall in the 
group of patients on whom pneumothorax 
has been tried and been unsuccesful, or 
had been thought inadvisable because of 
the probability of failure. In the majority 
of these patients the disease was bilateral 
and thoracoplasty was not warranted be- 
cause of extensive pathology in the con- 


tralateral lung. In most instances,, the 
rational of the phrenic operation was to 
try to benefit rather than to cure the 
patient and possibly to prevent a spread 
of the disease until the contralateral lung 
could be improved sufficiently to warrant 
thoracoplasty on the side of the phrenic 
operation. 

In some instances, phrenic surgery u as 
used to augment the collapse ohtaine 
with partial pneumothorax. Occasional 
phrenic operation was advised because of 
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Dairy FaSis. Well b. alan ^ eao h Room and Ward adjoining a private, Medica l aid 

Vl °' ,6 Locatcd in the Health Zone oi the to £22.50 A WEEK CROSS, NEW MEXICO 

SISTERS OF THE_ HOLY CROSS, Supem sors^ J> « 



Southwestern 
Presbyterian Sanatorium 


ft weU-equipped Sanatorium m 

Well Country. 

Write For Information and Rates. 


ALBUQUERQUE, j 
NEW MEXICO | 


the Heart of the | 






Subscribe to Diseases oi the Chest, 

PRACTICAL JOUSIMI. ON CHEST DISEASES 


THE 





60 


When writing please mention 


DISEASES OF TOE CHEST 



Palmer Sanatorium 
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ILLINOIS 
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cSn, on re„.esf. Dr. Oeorge Thomas Palmer. Me d i cal Direr.., 

>.^.^"«"*»» ,,t ' ‘* '‘ »***** > "*"*"*"*"*"* 






I T AU RELB EACH SAN ATO RIUM 

! ,T*™ ^ Water Beach) WASHINGTON 

i rooms. MW ™« » per «* “ P ' S? n SlS , t» fAVMO»» * 1™»T. »■»• 


FREDERICK SLYF1EI.D. H.D. 


St. Luke’s Home 

A HOSPITAL FOR THE ACTIVE TREATMENT OF TUBERCULOSIS 
Phoenix, Arizona, altitude 1100 feet — October to June. 

Prescott, Arizona, altitude 5300 leet — June to October. 

An unusually favorable climatic arrangement. 

nvv n r? roCKS Managing Director 

E. W. PHILLIPS, M.D., Medical Director 




PORTLAND OPEN AIR SANATORIUM 

MILWAUKIE, OREGON 

A thoroughly equipped institution for the modern medical and surgical 
treatment of tuberculosis. An especially constructed unit for thoracic 
surgery. The most recent advances in pneumolysis applied to those 
cases demanding this branch of intrathoracic surgery. 

MODERATE RATES 
Descriptive Booklet on Request 


_ _ . . ) Ralph C. Matson, M.D., and Marr Bisaillon, M.D. 

Medical Directors: > - _ - .... ~ .. . ~ 


1004 Stevens Building 


Portland, Oregon 
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S MARYKNOLL SANATORIUM 

j] MONROVIA (Mary knoll Sisters) CALIFORNIA 

o A sanatorium for the treatment of tuberculosis and other diseases of the lungs. Located In the 
ft foothills of the Sierra Madre Mountains, Southern exposure. Accommodations are private, mod- 
y era and comfortable. General care of patient Is conducive to mental and physical well being, 
f) Sisfer Mary Edward, Superintendent E. W. Hayes, M.D., Medical Director 






I ST. VINCENT SANATORIUM 

j Information TUBERCULOSIS IN ALL FORMS 

{ and Rates Robert 0, Brown, M. D. 

j on Request Medical Director 




SANTA FE 
NEW MEXICO 

Conducted by 
SISTERS OF 
CHARITY 


i 

| THIRTY-FIVE YEARS OF UNRIVALED SERVICE FOR THE SICK HAVE MADE 

St. Joseph Sanatorium and Hospital 

| ALBUQUERQUE, NEW MEXICO 

j The Most Beloved and Famous Institution of the Southwest 

j A 200 K.V.P. SHOCK-PROOF DEEP THERAPY If A CHINE HAS 'RECENTLY BEEN INSTALLED 
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The Pottenger Sanatorium and, Clinic 


Write for particulars 

THE POTTENGER 
SANATORIUM 
AND CLINIC 

| MONROVIA, CALIFORNIA 

I 


For the diagnosis and treatment of diseases of the lungs 
asthma and other allergic diseases; osthenics and o location 

rest and supervised medical care .... An "mrked and 
The grounds surrounding the Sanatorium are beaut > P 
add much to the contentment and happiness of patients. 


Close medical supervision. Rates reasonable. 


F. M. Pottenger, M.D. — 

J. E. Pottenger, M.D. 

Leroy T. Petersen, M.D. 

F. M. Pottenger, Jr., M.D. 


.Medical Director 


'A” 8 " MediC As??lto»l5°n \ 

ROCKY GLEn" SANATORIUM 

1 ^ McCONNELSVILLE, OHIO 

r— ~ **-*——• , r,,rnlrrrl 








"Tv-i, 


Hi 






lit 1 


£3' 




Where the science of treatment is tlr.t 


For the Medical and Surgical 
Treatment of Tuberculosis 

DR LOUIS MARK, Medical Director 
677 N. High St„ Columbus. O. 

DR D. G. RALSTON 

H. A. PHILLIPS Resident Med. Director 

Superintendent 

DR. A. A. TOMBAUGH 
Resident Physicinn 

Graduate Nurses 
Beautiful Surroundings 


Reasonable Rates 


BARFIELD S A N A T O R 1 u M 

I„ the Delightful Sunshine of Tucson , Ar.zona 


Karl Barfield 
Managing Owner 


excellent accommodations 

. SAMUEL H. WATSON, M.D. 

Medical Director 


==:=:=:= ^^ 
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WARD'S COURT 
San Angelo, Texas 
A Cottage Sanatorium for Tuberculosis. 
Sunshine, Dry Air, Ideal Altitude, 
Even Temperature. 

W. D. ANDERSON, MX) Medical Director 

Address Mrs. R. P. WARD Managing Owner 


Chenik Hospital 

3105 CARPENTER AYE., DETROIT, MICH. 
Phone: Townsend 8-1025 
An institution designed for the proper care 
of tuberculosis patients at moderate rates. 
Thoroughly equipped for the medical 
and surgical treatment of tuberculosis. 


St. Mary’s Sanatorium: 

(Conducted by the Sisters of St. Joseph’s, 
Carondelet, St. Louis, Mo.) 

Rooms with sleeping porches, running water, con- 
necting and private baths, nursing care, good food 
and reasonable rates. 


TUCSON 


— ARIZONA 


S. O. McConnell Company 

COMPLIMENTS TO 

THE SOUTH CAROLINA 

STATE SANATORIUM 
COLUMBIA SOUTH CAROLINA 


CANYON SANATORIUM 

Nestled in the Foothills 
REDWOOD CITY, CALIFORNIA 

Ralph B, Scheier, M.D., Medical Director 


SUNNYSIDE SANATORIUM 

In the Hills o/ 
KERRVHjLE, TEXAS 

W. R. FICKESSEN, M.D., Med. Director 


DR. FARMER’S SANATORIUM 

SAN ANTONIO. TEXAS 

A climate unsurpassed in which to get well. . A 
fascinating city in which to live. A home-like 
institution. Moderate rates. Artificial Pneumo- 
thorax given in suitable cases. Medical Director 
lives in Sanatorium. 

Address "W. C. Farmer, M.D. f Medical Director 
31 S Gibbs Building, San Antonio, Texas 


MULROSE SANATORIUM 

“Pride of San Gabriel Valley ” 

DUARTE. CALIFORNIA 
MORRIS ROSEMAN, Superintendent 


Mountain View Sanatorium 

" Equitable All Year Round Climate” 

Registered nurse in charge. 

Open to aU reputable physicians. 
LENA CLAREMONT, R.N., Superintendent 
KerrviUe, Texas. 


San Angelo Sanatorium 

For the Care and Treatment of 
Tuberculous Patients. 

"Ideal All Year Climate” 

Mrs. J. S. FORRESTER, Manager. 
H. P. MAHAN, M.D., Medical Director. 
San Angelo, Texas. 






&■' J -A- V'LSP '-A- — 

Rates $15.00 per week and np 
Nurses care and medical attention included 


THE 

Long Sanatorium 

EL PASO, TEXAS 

MODERNLY EQUIPPED 
FOR THE CARE AND 

TREATMENT of TUBERCULOSIS 
IN ALL STAGES 

Write for Descriptive Booklet 

A. D. LONG, M. D. 

MEDICAL DIRECTOR 


DOCTOR: SEND YOUR NEXT PATIENT TO THE — 

NORUMBEGA SANATORIUM 

a , MONROVIA — CALIFORNIA 

A modern 18 bed sanatorium with a double suite n( rn .m. c u 

" tnli ‘'“Sk rSETEVwn ??!“* " Sri 0 «ai P „r 

FRANK PORTER MILL ER, M.D., Medical Director 


When writing please mention DISEASES OF THE CHEST 


63 











frngram 


FOR THE THIRD ANNUAL MEETING OF THE 

3feberatt0n of American Sanatoria 

(A National Association of Chest Physicians) 

Convention Headquarters: THE RITZ-CARLTON HOTEL, ATLANTIC CITY, N. J. 

SUNDAY, JUNE 6th: 

8:00 P. M. Executive Session, Ritz-Carlton Hotel. 

MONDAY, JUNE 7th: 

9:30 A. M. Administrative Session, Ritz-Carlton Hotel. chairman Com- 

Opening Remarks: Frank Walton Burge, M.D., Philadelphia, Pa, Cha.rman, uo 

miUee on General Arrangements. , D Pr^qidpnt Federation 

President's Message: William Devitt, M.D., Allenwood, Pa.; President, 

mS'SSw.V,.. M.D.. Mo»ov«, Mtata P-*-*®-* 

KlTfcSStW 0 Paso. Texas: Secetasy-Tseasarer, F.« * 

American Sanatoria. 

Report ol Committees. Philadelphia, Pa., Chairman. 

1. Membership Committee; Frank Walton 0 hio, Chairman. 

2. Committee on Economics; Louis ‘Mark, M.D., 0“^“^ Pa . t Challm an. 

Chairman. . n M D El Paso, Texas, Chairman. 

7. Nomination Committee; A. 0. Long, M.U., fcl ras 

1-00 P. M. Luncheon Meeting, L ap ^u?, Minn. 

M0 P - M - " — — 1 - 

: »£s 5 w. — - 

Browns Mills, N. !• , M D Allenwood, Pa. w D phil., Pa. 

i sass^s^^? ss* »— *■ 

^S^SsSUSSOS^ 

Wm. C. Voorsanger, M.u., 

t&T “vSTS ; »-sS* m - *» --f 1 “i 

IfdSon ?««“ S””"* 

discussions. j , 

ENTERTAINMENT: j., Chairman. ^Oiihe Federal 

Z ‘I!!—- 

Committee. ' — ~ 
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CONVENTION 

HEADQUARTERS 

Federation of American 
Sanatoria 

JUNE 7- 11, 1937 

America's Smartest Resort Hotel 

Dancing daily in the famous 
Merry-Go-Round Grill 


The RITZ- CARLTON 


Boa rdwa ! k 


Atlantic City 


DISEASES OF THE CHEST 

APPEALS TO THE PHYSICIAN 

Because: 

It is a practical Journal on chest diseases. 

Any of the scientific papers can be read within five to fifteen minutes. 

The papers are written by physicians who are recognized for their work 
with chest diseases. 

YOU CAN SECURE A Year's Subscription FOR ONLY $2.00. 

MAIL THIS COUPON Now. 


Diseases op the Chest 
P.O.Box 1069 
El Paso, Texas 

I ran enclosing a f or 7 WO Dollars, for 

which you will please send me the journal, "Diseases of the Chest" for a 

period of one year commencing with fee 193 , issue. 

Name 

Street or Building 

City- State ■ 


SUPPOSE the thermometer does say 90 

in El Paso you're still comfortable, for 

El Paso's heat is a dry heat, which is not 
enervating. And nights are invariably cool 
and pleasant. So don't be misled by what 
the thermometer says; gauge the temper- 
ature by how you feel. Your patients will 
feel better in El Paso — the year round! 


rm. 




A copy o! the new "Sunshine 
Prescription" awaits your In- 
quiry. Sond lor It today; It tells 
the complete story o! £1 Paso's 
climate. 


m ! 


Y 01 xa rcuom 

&,^PaAO 

LAND OF SUNSHINE* AND *1*48191 
EL PASO GATEWAY CLUB 

307 San Francisco St., El Paso, Texas. 

Please send yonr Sunshine Prescription booklet to 


Address 
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THE FAMILY PHYSICIAN 

Should remember several things about Tuberculosis. 

A rise of TEMPERATURE 

in the late afternoon may be a 
very early guide to the detection of 
an early case. 


WATCH it and 

ELIMINATE TUBERCULOSIS 

Before any other decision is reached. 

SURE! 

X-RAY HIM 

devtits camp for tuberculosis 

ALLENWOOD, PENNSYLVANIA 


BOSS K. CHILDERHOSE, MD. 
JOHN S. PACKARD, M.D. 
Associate Physicians. 


WILLIAM DEVTTT, MD. 

Physician in Charge. 
WILLIAM DEVTTT, JR. 
Superintendent. 


THE 

CALIFORNIA SANATORIUM 

BELMONT 

California 

Located in tile well-known sunny belt of the Peninsula, about thirty 
miles south of San Francisco. Large park, semi-tropical 
grounds, walks especially laid out for 
graduated exercises. 

Not too hot in summer, not too cold in winter. 

Two physicians on duty day and night. 

Graduate nurses. 

DR. HARRY C. WARREN 

Medical Director 
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COLORADO SPRINGS PSYCHOPATHIC HOSPITAL 
(Mental and Nervous Diseases) 


“Home of Modern Sanatoria ” 

Inquiries Solicited: 

BETHEL HOSPITAL GLOCKNER HOSPITAL AND SANATORIUM 

National Methodist Sanatorium Sisters of Charity 

CRAGMOR SANATORIUM AND HOSPITAL ST. FRANCIS HOSPITAL AND SANATORIUM 
Non-sectarian Cragmor, Colorado Sisters of St. Francis 

COLORADO SPRINGS PSYCHOPATHIC HOSPITAL 

Colorado Springs, Colorado 


DAVIDSON’S 

PNEUMOTHORAX 

APPARATUS 

(Designed by Dr. Louis R. Davidson, New York City) 

This instrument was designed to supply the 
medical profession with a simple, practical, 
foolproof, portable apparatus that can be used 
to full advantage under all circumstances in 
the physician's office, the hospital, or the 
patient's home. 

This apparatus is preferred by an increasing 
number of physicians now using the lung 
collapsing technique in the treatment of 
tuberculosis, because of its many advantages 
—initial filling under theoretically exact con- 
ditions — ref ills correctly measured — produc- 
tion of high intrapleural pressure when 
required — removal of air from pleural cavities 
as in spontaneous Pneumothorax. 

All functions that any pneumothorax apparatus 
may be called upon to render, are performed 
by this instrument. 




The price of this apparatus, shipped 
complete with tubing, and fluid in 
tubes ready for use, is only 

Brochure on Pneumothorax Therapy and 
Descriptive Literature mailed on request. 


J. SKLAR MANUFACTURING CO., BROOKLYN, N. 
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100 Beds for Crippled Children ?nn - m , 

OT 200 B ds 1° r Tuberculosis 

ST. JOHNS SANITARIUM, SPRINGFIELD, ILL. 

Complete in every detail. Rates low-because of the services of the Hospital 

•bisters of St. Francis. 

DR. ROBERT K. CAMPBELL 
Medical Director. 




to aid in reducing edema, diminishing dyspnoea, and in strength- 
ening heart action. After relief is obtained, the comfort of the 
patient can often be continued with smaller doses. 


THEOCALCIN (theobromine-calcium salicylate) Coundi Accepted 



Available in 7% grain tablets and powder. . . 


B1LHUBER-KNOLL CORP. I5$ qgden ave., JERSEycrry.NJ. 


Mead's Standardized Cod Liver Oil 

Fine flavor, low fatty acid content 

High quality, biologically standardized, 250 Calories per ounce. 

Contains not less than 1800 vitamin A units per gram and not less than 175 vitamin D 
units per gram. Supplied in 4, 8 and 16 oz. bottles and 1 gal, cans. Samples on request. 

In cases of lowered tolerance to fat Mead’s Cod Liver Oil 
Fortified With Percomorph Liver Oil can be given in much 
smaller dosage, with the same vitamifls A and D effect 
(6000 vitamin A and 850 vitamin D units per gram). 
Supplied in 8 and 16 oz. bottles. Send for samples. 

MEAD JOHNSON & COMPANY, Evansville, Indiana, U. S. A. 
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MEAD PRODUCTS 
NOT ADVERTISED 
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FOR THE FIRST TIME 


A PNEUMOTHORAX DIRECTORY 

Listing the Members of the 
FEDERATION OF AMERICAN SANATORIA 

who are qualified and equipped to administer 
artificial Pneumothorax 


(16 PAGES AND COVER) 


“A handy reference hook for every physician" 


We are accepting orders now for immediate delivery. 


PRICE $1.00 


(Please use this coupon) 


FEDERATION OF AMERICAN SANATORIA, 

P. O. Box 1069, 

El Paso, Texas. 

I am enclosing a for $1.00, for which you will 

please send to me prepaid, a copy of your 1936 PNEUMOTHORAX DIRECTORY, 
listing the members of The Federation of American Sanatoria, who are qualified 
and equipped to administer artificial pneumothorax. 

Name — . Address , 

City State 



Thls ° vcn Letter is Addressed to Physicians and Officials connected 
with Industrial and Welfare Organizations.” 
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COMMITTEE ON ECONOMICS 
FEDERATION OF AMERICAN SANATORIA 

(A National Association of Private Sanatoria and Chest Specialists ) 
MYRTLE AND VIRGINIA STREETS 
EL PASO, TEXAS 

-May 1, 1937. 

Gentlemen: 

... T? ! is the seventeenth in a series of open letters addressed to physicians and 
0 mi u s i we ^ are organizations. If you did not receive the previous issues we 
will be pleased to furnish you with copies upon request. 

It is the purpose of the Committee on Economics of the Federation of Ameri- 
can Sanatoria to bring to the attention of physicians and to those officials who 
see large groups of patients, the facilities which the private sanatoria of this 
country have to offer to the tuberculous. 

The first sanatoria in this country were established through private initiative 
and by private funds. We have come a long way since then, but our experience has 
taught us that individual private care can best be obtained in a private sanatorium. 

The pioneers in the fight against tuberculosis have been the physicians in the 
private practice of chest diseases. They have kept in step with the modern trends 
of diagnosis and treatment. They are today, the members of the Federation of 
American Sanatoria and you will find them listed in our recent Pneumothorax 
Directory. 

For your convenience, we have listed below the private sanatoria affiliated 
with the Federation of American Sanatoria. They are the finest private sanatoria 
in the United States and they are well equipped to cater to the welfare of your 
patients. Elsewhere, throughout this journal, you will find individual listings of 
these sanatoria. 

For further particulars address any of the sanatoria or write to the Committee 
on Economics of the Federation of American Sanatoria at the above address. 

Sincerely yours, 

COMMITTEE ON ECONOMICS, 
Federation of American Sanatoria. 


DIRECTORY OF PRIVATE SANATORIA AFFILIATED WITH THE FEDERATION 

OF AMERICAN SANATORIA 


ARIZONA 

Phoenix 

Helen Lee Sanatorium 
St. Luke’s Home 

Tucson 

Anson Rest Home 
Barfield Sanatorium 
Hillcrest Sanatorium 
St. Luke’s In The Desert 
St. Mary’s Sanatorium 

CALIFORNIA 

Banning 

Banning- Sanatorium 
Southern Sierras San. 

Belmont 

California Sanatorium 
Duarte 

Mulrose Sanatorium 
Monrovia 

Maryknoll Sanatorium 
Norumbesra Sanatorium 
Pottencer Sanatorium 

Redwood City 
Canyon Sanatorium 


COLORADO 
Colorado Springs 
Cragmor Sanatorium 
Giockner Sanatorium 
National Methodist San. 
St. Francis Sanatorium 

Denver 

Bethesda Sanatorium 
Wheatridge 
Lutheran Sanatorium 
ILLINOIS 
Chicago 

Chicago Freeh Air 
Hospital 
Springfield 
Palmer Sanatorium 
St. Johns Sanitarium 
MICHIGAN 
Detroit 

Chenik Hospital 
NEW MEXICO 
Albuqnerqne 
Methodist Sanatorium 
St. Joseph Sanatorium 
Southwestern Presby- 
terian Sanatorium 
Demlng 

Holy Cross Sanatorium 


NEW MEXICO 
Santa Fe 

St. Vincent Sanatorium 
Sunmount Sanatorium 
Valmora 

Vaimora Sanatorium 
NEW YORK 
Loomis 

Loomis Sanatorium 

Saranao Lake 

St. Mary's of the Lake 
Lynch Nursing Cottage 
NORTH CAROLINA 
Asheville 

Amber Heights San. 
Elmhurst Sanatorium 
Farview Cottage San. 
Hillcroft Sanatorium 
St. Joseph Sanatorium 
Sunset Heights San. 
Violet Hill Sanatorium 
Zephyr Bill Sanatorium 
Southern Fines 
Pine Crest Manor 
OHIO 

MoConnelsviile 
Rocky Glen Sanatorium 


OREGON 

Milwankle 

Portland Open Air San. 
PENNSYLVANIA 
Allenwootl 
Devitt's Camp. Inc. 

TEXAS 
El Faso 

Hendrick-Lawa San. 

Homan Sanatorium 
Long Sanatorium 
Price Sanatorium 
St. Joseph's Sanatorium 

Kerrville 

Mountain View San. 
Sunnyside Sanatorium 

San Angelo 

San Angelo Sanatorium 

Ward's Court 

San Antonio 

Dr. Farmer’s Sanatorium 

Grace Lutheran San. 

Von Ormy 

Von Ormy Cottage San. 
WASHINGTON 
Seattle 

Laurel Beach Sanatorium j 
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Subscription: United States and 
Canada $2.00 per year. Other 
countries $2.50 per year. 
Entered as second-class matter 
August 18, 1936, at the post office 
at El Paso, Texas, under the Act 
of August 24, 1912. 


Editorial Comment 

On to A GLANCE at the program 

Atlantic City for the annual meeting on 
June seventh, will surely 
encourage every one of us to attend. In 
addition to the scientific programes, Doc- 
tor Burge has arranged for an interest- 
ing tuberculosis exhibit in conjunction 
vdth the scientific exhibits of the A. M. 
A. One of our members will he in charge 
of the exhibit at all times throughout the 
meeting. Every member of the Federa- 
tion of American Sanatoria should ar- 
range to attend this meeting. The eastern 
members will undoubtedly attend in large 
numbers; we hope our western fellows 
will go in as large numbers as possible. 
The distance is great, but it will be worth 
the time and expense to all of us. Make 
your reservation at the Ritz Carlton now. 

c. M. H. 

Scientific Program We are pleased to an- 
on Tuberculosis: nonnce the following 

A. M. A. Meeting program to he given 
at the meeting of the 
American Medical Association, in the 
Scientific Assembly before the Section 
on practice of Medicine, on the morning 
of June 10th, at the Anditorinm, Atlantic 
City, New Jersey. 

Parasitism or the Tubercle Bacillus— 
William Charles White, 
Washington, D. C. 

The Lasting Cure op Tuberculosis — 

J. Burns Aiiiberson, 
New York, N. Y. 


"The most important factor in diagnosis in 
the majority of cases of pulmonary tubercu- 
losis is keeping the disease in mind.” 

Lazvrasott Brown , M. D. 


The Diagnosis and Management op 
Latent, Suspected and Early Clini- 
cal Tuberculosis — 

E. TP. Eetherington, Philadelphia, Pa. 
Dr. Olin West, Secretary and General 
Manager of the American Medical Asso- 
ciation has extended an invitation to the 
members of the Federation of American 
Sanatoria to attend this Session and to 
enter into the discussion of the papers. 

M. K. 

Atlantic City Meeting: The Committee 

Federation of American on Arrangements 
Sanatoria for the Third An- 

nual Meeting of 
the Federation of American Sanatoria 
reports that plans are rapidly being com- 
pleted for the entertainment of the mem- 
bers of the F. A. S., who are planning 
on attending the meeting this year, at 
Atlantic City, June 7th to 11th. 

Most of the activities of the Federation 
of American Sanatoria will take place 
on Monday, June 7th; and it is hoped 
that the members of the F. A. S., will 
make their plans so as to he present at 
the scientific and social programs being 
planned for that day. 

- The beautiful Ritz-Carlton Hotel at 
Atlantic City has been selected by the 
Committee on Arrangements for the 
center of F. A. S. activities, and our 
Luncheon Meeting and Banquet will he 
held at the Ritz-Carlton on Monday, June 
7th. Notable speakers will address both 


3 


VO 1. III. 


May, 1937 


No. 5. 


DISEASES 


OF THE 


Official Organ of the Federation of American Sanatoria 
Editorial offices 1015 Mills building, El Paso, Texas 
Business Address Myrtle at Virginia, El Paso, Texas 


CHEST 

(A MONTHLY PUBLICATION) 


S 



DISEASES OF THE CHEST 


meetings. 

The Administrative Meeting of the 
F. A. S. will be held at the Eitz-Carlton on 
the morning of June 7th; election of of- 
ficers and important reports of commit- 
tees with discussion, should he highly in- 
teresting to the members of the Federa- 
tion of American Sanatoria. 

Meeting your old friends and making 
new friends is always an interesting part 
of the F. A. S. meetings. MAKE YOUR 
PLANS NOW TO BE AT THE RITZ- 
CARLTON, ATLANTIC CITY, ON THE 
7th OF JUNE. m. K. 

Scientific Program on T II E SCIENTIFIC 
Diseases of the Chest: Program Commit- 
F. A. S. Program tee for the Atlan- 

tic City meeting 
of the Federation of American Sanatoria 
announces the following program to be 
given at the Ritz-Carlton Hotel, Atlantic 
City, on the afternoon of June 7th. 
Early Diagnosis of Pulmonary Tuber- 
culosis — ill. IF. Newcomb , 

Browns Mills, N. J. 
Tiie Collapse of Cavities in Pulmonary 
Tuberculosis by Surgical Means— 
Flick and Gibbon , Philadelphia, Pa. 
Silicosis — Ross K. ChUderkosc, 

Allenwood, Pa. 

Bronchography — Burge and Post, 

Philadelphia, Pa. 
The Present Status of Surgical Treat- 
ment of Pulmonary Tuberculosis — 
A . J. Cohen, Philadelphia, Pa. 

M. K. 


Distribution of 
Tuberculosis 
Mortality in 
Southeastern 
United States 


The U. S. Public Health 
Service ■ has made many 
valuable surveys recently 
on the distribution of the 
mortality of tuberculosis. 


Dr. C. C. Dauer and Dr. 
L. L. Lumsden of the U. S. Public Health 
Service have recently released the follow- 
ing concerning the Southeastern United 
States: . 

Tuberculosis mortality for white per- 
sons has been for a period of years higher 
in Tennessee and Kentucky than in the 
registration area as a whole. Virginia and 
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Maryland have had rates about equal to A 
those for the entire country. The remain-^ 
der of the South has had a relatively low 
rate. 

Tuberculosis mortality in the colored 
population has been much lower in the 
southern than in the northern states. 

In the southeastern section of the 
country the area of high mortality for the 
white population centers in Tennessee 
and Kentucky. It declines gradually in 
all directions from this central zone. The 
areas or zones of high mortality for the 
colored population of the southeastern 
states are quite similar in extent to those 
for the white population. c. m. ii. 

A New Conception A paper hearing this 
of Bronchiectasis title was presented at 
the recent meeting of 
the Arizona State Medical Association by 
Doctors C. S. Kibler and S. H. Watson 
of Tucson, Arizona. 

They reported finding a number of 
cases among patients coming under their 
observation recently which were of aller- 
gic etiology. In these cases eosinophils 
were found in the sputum in fairly large 
numbers, and upon the proper testing 
from an allergic standpoint, and the ap- 
plication of the treatment indicated as a 
result of this testing, these patients were 
relieved of all symptoms of bronchiectasis. 

The authors suggested that, in examin- 
ing the sputum for eosinophils a single 
examination, if negative, should not he 
accepted as sufficient. They sometimes 
found specimens negative when another 
specimen obtained from the same patient 
a few hours later would prove positive. 

Doctors Kibler and Watson are to be 
congratulated upon the presentation of 
this new theory in the etiology and treat- 
ment of a most troublesome disease, the 
successful treatment of which has not 
been entirely satisfactory in the past; 
and it is hoped that other investigators 
and clinicians will follow their lead with 
a further study on a larger series of cases, 
and that the authors will continue to 
publish, from time to time, the results of 
their experience. R - H v SIJ- 
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PRESIDENT'S Next month the Federa- 
MESSAGE tion of American Sanatoria 
will have completed its 
second year of service. I feel it has made a 
place for itself among the medical pro- 
fession. 

I trust we will always hear in mind 
the important work that has been so 
ably brought to the attention of the 
family physician. If tuberculosis is evoi 
to be eliminated it must be done through 
the efforts of the man who first comes 
in contact with the patient. In ninety 
per cent of the cases it is the family phy- 
sician who does this. I would not for a 
moment lessen the credit due to the vol- 
untary health organizations, but from 
now on the burden of responsibility must 
be placed on the shoulders of the family 
physicians. It is our job, as the Federa- 
tion of American Sanatoria, to keep them 
alive to this responsibility. 

The family physician should be re- 
minded that there are surer ways to 
make a diagnosis of tuberculosis, rather 
than by the use of the stethescope. In 
the hands of a man who has not been 
sufficiently trained, it is worse than use- 
less. Often negative findings lead the 
doctor and the patient into a sense of 
false security. I believe it is responsible 
for more far advanced cases of tubercu- 
losis than any other single agent. Too 
often the patient’s physician, after plac- 
ing the stethescope on the chest says, 
“John, I can’t hear a thing.” This state- 
ment may be true so far as he is con- 
cerned, but only because he cannot in- 
terpret correct ly the things he does hear. 
This gives the doctor and the patient a 
false sense of security, which security 
will be shattered when the patient has 
an x-ray film taken by a good competent 
man. 

It is not fair to expect the busy prac- 
titioner to hear what we hear who are 
always listening. It is up to us to show 
them an easier way, and it is so simple, I 
marvel that it has not come into universal 
use many years ago. 

What then, can we tell the busy man? 
Vi hat are a few things the family physi- 


cian should know about tuberculosis? 
First, impress him with his own impor- 
tance in the tuberculosis battle. Tell him 
we cannot do our work without him. 
Second , tell him not to place too much 
stress on his negative stethescopic find- 
ings. A negative stethescopic diagnosis 
is even worse than useless. Third , tell him 
fatigue is the outstanding early symptom. 
Fatigue will show in ninety per cent of 
early cases. Fourth , tell him a cough last- 
ing longer than five weeks is not caused 
by a cold or bronchitis. Fifth , tell him to 
have the sputum examined in all cases 
of cough lasting over five weeks. This 
is one of the first rules, and a single 
negative sputum is of no importance. 
Sixth, tell him to must have all chest 
cases x-rayed by a competent x-ray man. 
Seventh, tell him a slight pulmonary 
hemorrhage is often the first symptom 
of tuberculosis. It may even appear be- 
fore fatigue. Eighth, tell him that tem- 
perature and loss of weight are both sus- 
picious, but even here the x-ray will make 
the diagnosis easier for him. 

If we, as the Federation of American 
Sanatoria, can awaken the family physi- 
cian to bear in mind these few rules, I 
predict it will not be many years before 
tuberculosis will not be the Captain of 
the Hosts of Death. Every member should 
endeavor to get a place on his County 
Medical Society program, and I would 
advise him to talk only on one topic, 
namely, — A Feio Things the Family 
Physician Should Know about Tubercu- 
losis. These, summed up are : 1. His Own 
Importance. 2. Fatigue. 3. Cough lasting 
longer than five weeks. 4. Sputum exam- 
inations. 5. Loss of weight, and a tempera- 
ture. 6. And most important of all, always 
have him x-rayed. It is the constant 
reiteration of these facts that will bring 
results. It is not for the Federation mem- 
bers to go into a scientific discussion of 
the disease. Other organizations are better 
able to do this than we are. Our work 
must be with the family physician, and 
the only place we can reach him is through 
his own Medical Societies. 

Wilmam Devitt, president. 
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Early T uberculosis • 


While great progress lias 
been made in tbe reduction of 
the mortality from tubercu- 
losis in the past quarter cen- 
tury, yet it still ranks as one of the 
greatest agencies for destroying human 
life and so demands the earnest atten- 
tion of all practitioners of medicine. 

The very fact that the mortality has 
been greatly reduced calls for greater 
interest on the part of the profession 
than has ever yet been manifested. For 
now we can truthfully say it is a pre- 
ventable and curable disease. But regard- 
less of the progress made, advanced tu- 
berculosis still remains a menace to the 
individual who has it and through him 
to the race. 

Early tuberculosis can nearly always 
be healed with restoration of the patient 
to an efficiency little if any short of nor- 
mal. Even if one is suffering from ad- 
vanced lesions, he may still overcome the 
disease ; but he maintains his health there- 
after only by living carefully and always 
bearing in mind that he has had a serious 
infection which may again be stirred to 
activity through indiscretion or stress. 

The ravages of tuberculosis can best 
be stayed by eliciting the earnest coopera- 
tion of general medical men. Specialists 
may make the diagnosis with greater ac- 
curacy because their attention is con- 
stantly held to this' one subject, but 
specialists do not see the case fix'st. The 
man who sees the disease earliest is the 
family physician, so upon him rests the 
burden of early diagnosis. 

The most important thing for the phys- 
ician to know is when to suspect the 
presence of active tuberculosis. He can 
get his mind in the most advantageous ; 
mood for aiding in the fight against tu- 
berculosis by keeping the disease always 
in mind and by being thoroughly imbued 
with hopefulness for a condition diag- 
nosed and treated early, and with a reali- 
zation of its seriousness if neglected. 


For those who are not ac- 
customed to making frequent 
chest examinations it should 
be known that a fairly accu- 
rate opinion may be formed in most cases 
of active tuberculosis by other methods 
of studying the patient. Of these the 
most important is the clinical history. 
By carefully analyzing the clinical hist- 
ory alone a very large majority of frank 
cases of early active tuberculosis may 
be diagnosed. 

The symptoms of tuberculosis are 
many and varied. No one symptom alone 
is of value but all symptoms must be 
carefully considered and given a place 
in the diagnosis. 

For the sake of brevity in giving the 
symptoms, Pottenger’s classification will 
be used. Three groups are given : 

1. Those due to toxemia and other 
causes acting generally. 

2. Those due to reflex causes. 

3. Those due to the tuberculous pro- 
cess itself. 

Under those due to toxemia are listed : 

I. Malaise, which is one of the very 
important symptoms of active tubercu- 
losis— a gradually developing tiredness, 
one that seems not to be accounted for 
by anything the patient is doing and 
further may at times seem out of propor- 
tion to other signs of disease that may be 
present. 

II. Loss of weight. During health a 
fairly regular weight is maintained by 
most people with variations of a pound 
or two in the course of weeks. If there 
be a loss of from five to ten pounds with- 
in a few weeks time it should be con- 
sidered as having some serious nutri- 
tional change as a basis, such as is so 
frequently produced by the toxins of tu- 
berculosis. 

III. Temperature. A rise of tempera- 
ture of a few tenths of a degree was 
foi'merly considered as a sufficient basis 


BY 

A. A. TOMBAUGH, M.D. 
McConnelsvSUe, Ohio 
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for diagnosing tuberculosis. It is known 
today tiiat other infectious, instability 
of tiie nervous system and various other 
factors will cause a slight elevation of 
temperature. So temperature by itself is 
of little diagnostic value but in combina- 
tion with malaise and loss of weight be- 
comes of vast importance. 

TV. The other symptoms under this 
group are night sweats, metabolic dis- 
turbances, digestive disturbances, and in- 
creased pulse rate. 

Under those due to reflex causes: 

I. Hoarseness and throat irritation. If 
one inquires carefully into the history, 
the patient will often complain of slight 
hoarseness and throat irritation. This is 
due to the reflex relationship between 
the pulmonary branches of the vagus 
and the laryngeal branches of the same 
nerve. Cough is a part of the same reflex. 

II. Flushing of the face. This is a 
reflex through the vagus and 5tli cranial. 
Tt rarely manifests itself unless the in- 
filtration in the lnng is fairly extensive 
and the disease active. 

III. The other symptoms under this 
group include circulatory disturbances, 
chest and shoulder pains, and diminished 
motion on the affected side. 

Under those due to the tuberculous 
process itself: 

I. Hemoptysis. We formerly stated 
that spilting blood, unless it could he 
shown to come from the gums or a heart 
lesion, was due to tuberculosis but this 
must be revised as we now know that 
since the pandemic of influenza we have 
had many infections of the respiratory 
tract that now and then may cause spit- 
ting of blood. Tuberculosis is by far the 
most common cause of hemoptysis yet 
we should remember the other causes. 
Small streaks or specks may be disre- 
garded. But any amount from a dram on 
up has a very significant diagnostic part 
to play. 

II. Sputum. Sputum is of the greatest 
importance in diagnosis. If bacilli are 
found, that alone is sufficient. This is the 
only symptom on which, alone, a diag- 


nosis can be made. Negative sputum, 
however, has no definite diagnostic sig- 
nificance. Yet a small amount of sputum 
coming on when the patient is below par 
or persisting for a time after acute bron- 
chitis should be always considered as 
possibly being due to tuberculosis. One 
should not rely on the statement of the 
patient that be raises nothing. He should 
he giveu a cup and have him save all ex- 
pectoration for a period of 24 to 4S 
hours and this should be concentrated 
and examined. Small amounts of spu- 
tum accompanied by toxic symptoms and 
cough are very indicative of tuberculosis. 

III. Pleurisy. Pleurisy, whether dry or 
accompanied by effusion, is most often 
due to tuberculosis. Pleurisy with effu- 
sion without other known cause, has long 
been considex*ed as being due to tuber- 
culosis. 

IV. Frequent and protracted colds. 
Tuberculosis at times in its earty stages 
takes the form of repeated attacks of 
bronchitis. The patient usually considers 
each attack a cold. The symptoms in such 
cases are caused by a metastatic exten- 
sion of the disease, usually caused by 
comparatively small numbers of bacilli, 
yet sufficient to produce an allergic re- 
action. 

The patient usually has a slight eleva- 
tion of temperature of four or five days 
duration, is toxic, has headache, suffers 
from malaise, loses appetite and some 
weight. He often thinks he is bilious. He 
usually coughs and may or may not ex- 
pectorate. The toxic symptoms with tem- 
perature may clear up within four or five 
days or may hang on for several weeks. 
Even if the toxic symptoms subside after 
a few days, cough and expectoration, if 
present, usually continue for several days 
or weeks longer. The sputum during and 
, immediately following the attack may 
show the presence of bacilli even though 
they disappear later. An x-ray at this 
time may show a flakiness which will pass 
away in a few days or weeks. 

Of these three groups of symptoms the 
last group has the greatest significance, 
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since any one of the symptoms mentioned 
will lead to a positive diagnosis in itself 
if accompanied by one or more of the 
symptoms enumerated in the previous 
groups. 

Diagnosis 

It will be seen from this discussion of 
the symptoms of active tuberculosis that 
if physicians who are not specialists in 
diseases of the chest will learn to think 
of symptoms from the standpoint of their 
etiology and learn to put an interpreta- 
tion upon them as they appear in com- 
bination, they can nearly always arrive 
at a probable diagnosis. If in doubt, or if 
they wish to make diagnosis more certain, 
there are other measures at their com- 
mand which will aid. 

1. Atrophy of soft tissues over chest. 
Often, on the first glance at a chest, one 
sees a lessening of tissue above the second 
rib anteriorly and the spine of the scapula 
posteriorly. {Sometimes this is considered 
and spoken of as contraction of the apex 
but careful inspection with or even with- 
out palpation will reveal that there is a 
lessening in the subcutaneous tissue. It 
is thinner than below the second rib, or 
if it is confined to one side it is thinner 
than on the other side. Palpation either 
by feeling with the tips of the fingers or 
by picking up the tissues between the 
thumb and fingers will aid the eye very 
much in detecting this atrophy. This is 
an atrophy produced reflexly by some 
chronic inflammation in the lung, usual- 
ly a tuberculosis. 

2. Diminished motion of the side. The 
diagnosis of a pulmonary tuberculosis is 
strengthened very much by finding dim- 
inished motion present along with sus- 
picious symptoms of other groups. 

3. Bales. Bales heard on coughing or 
on inspiration following cough are valu- 
able as indicating that inflammation is 
or has been present in tlie underlying 
lung, or pleura, or both. It requires con- 
siderable experience to properly interpret 
them and distinguish those in the lung 
from those in the pleura. Their presence, 
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however, no matter what their origin 
gives evidence that the underlying struc- 
tures are or have been the seat of inflam- 
mation. It is necessary to he on the look- 
out for rales in the tissues surrounding 
the hilum and toward the base as well 
as apex, for we find a great deal of tu- 
berculosis starting in these areas of the 
lung. 

4. X-ray. The x-ray is assuming a very 
important role in the diagnosis of chest 
diseases today. Many errors are being 
committed because of placing too much 
confidence in a film regardless of its 
quality. I see many films which are over- 
shot and underdeveloped, or overshot 
alone, in which the rays pass through 
without causing shadows even though 
sufficient disease to cause shadows be 
present. The best plate is a moderately 
soft one, developed carefully to bring out 
detail. Such a plate will aid greatly in 
diagnosis. A poor plate shows no more 
than a poor physical examination and 
the value of the two are on a par. Soft 
flaky shadows are most significant of 
active tuberculosis. They may he in any 
part of the lung but are most common 
above the third rib, not necessarily at 
the apex. They are often found near the 
hilus running out toward either the apex 
or base. Flakiness is present only when 
an area of softening or an allergic re- 
action is present. When this has passed 
away, as it will after a few weeks follow- 
ing a metastasis or re-inoculation of mild 
degree, the x-ray may fail to show the 
disease. 

5. Tuberculin. The tuberculin test 
should always he used in case of doubt 
but more particularly should this test he 
used in those cases in which there is a 
suspicion of tuberculosis in children be- 
tween the ages of 2 and 12 years as very 
often in this type of case, due to the 
vagueness of all symptoms complained of, 
there may be some small area or glands 
which are overlooked on physical or x-ray 
examination and only the tuberculin test 

will reveal these. 

(Continued to page 26) 
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CD How to Handle Asthmatic 
Patients 


Tiie literature of allergy 
is so copious that it is impos- 
sible for the general praeti- 
cioner to follow up all of it, 
and very often modern therapeutic meth- 
ods are so confusing that the physician 
finds himself at a loss. However, in my 
judgment, every physician who treats 
asthma and allied conditions should have 
a definite plan for handling such pati- 
ents. I will endeavor to present the meth- 
od which has proved most satisfactory 
for me, briefly, and without going into 
the discussion of the different theories, 
statistics, and technicalities. 

First I want to stress the Jackson 
dictum, “All is not asthma that wheezes.” 
True asthma must be differentiated from 
paroxysmal dispnea caused by conditions 
of the larnyx, trachea, chronic bronchitis, 
tuberculosis, neoplasm, bronchiectasis, 
and eardio-vascular diseases. There are 
numerous conditions, especially of nasal 
origin, which could be responsible for 
wheezing, and which should be detected 
before the physician commences special 
investigation. 

The simplest classification of asthma 
divides cases into two groups: (1) cases 
due to extrinsic causes ; and (2) those due 
to intrinsic. The first group usually af- 
fects adolescents and adults; the second, 
young children and elderly persons. This 
classification is not exact, however, as 
there are exceptions, but for practical 
purposes it can be of some assistance. I 
shall not try to enumerate all the wide 
varieties of sensitizing materials which 
may cause extrinsic asthma. The cause 
of intrinsic asthma should be sought 
within the body, usually in infections of 
gums, tonsils, sinuses, bronchial tree, gall 
bladder, appendix, ovaries, and other 
•organs. Here again, it is the first duty 
of the physician to give a complete and 
exhaustive physical examination. I do 
not mean that every suspicious appendix 


or every doubtful gall bladder 
should be removed, but I do 
A. A- LEONID OFF, m.d. |, e ] j eve that after complete 
Poughkeepsie, n. y. failure to find the cause of 
asthma the physician has a right to con- 
sider an operation justified. There are 
numerous published reports which sup- 
port this belief. 

What is the mechanism in bronchial 
asthma? There are two : the first, spasmo- 
dic, characterized by broncho-spasm, is 
usually of nou-allergic origin, and is 
caused by local irritants, psychogenic and 
endocrine disfunctions, and reflex of 
vagus excitants from the nose and other 
parts of the body. The second, exudative, 
characterized by broncho-edema, is of 
allergic origin and is caused by inhalants, 
ingestants, focal infection, and injectants 
(serums). Of course, there are many cases 
of mixed types, but this classification 
will ordinarily give a better understand- 
ing of the case and facilitate its handling. 

In taking history the physician should 
always remember to take a complete re- 
cord of familial allergy. “Hypersensitive 
parents commonly beget hypersensitive 
children; but it does not follow that the 
sensitization is due to the same substance 
in both,” wrote Dr. Schultz (111. Med. 
Jour. 69 :33), and this statement has been 
corroborated by many other allergists — 
Dr. Cook in particular. Questioning 
should not be limited to asthma, bay- 
fever, and hives, but details should be 
elicited concerning infantile eczema, 
idiosyncrasies to drugs, recurrent bron- 
chitis, rhinitis, vomiting, and whether 
or not these conditions were associated 
with proteins. 

A patient who gives a history of asth- 
ma should be asked for information con- 
cerning the month or season in which 
the attacks occur, if there are periodical 
catarrhal symptoms of nose and conjunc- 
tive, and what association, if any, there is 
between the onset of the attacks of astk- 
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mn. and other diseases or operations. How 
surprisingly often asthma begins after 
nose or sinus operations! One wonders if 
the increase in the number of asthmatic 
sufferers could be a result of these opera- 
tions? If so, the ENT men have a tre- 
mendous responsibility and should al- 
ways keep in mind this possibility. 

The asthmatic state should be traced 
from its beginning to the present,' with 
especial reference to frequency, duration, 
time of attacks, effect of "food, dust, 
changes of weather and seasons, effect of 
domestic animals, effect of hair, feathers, 
fur coats, blankets, and all other articles 
of this type. Very often knowledge of the 
occupations of members of the household, 
the location of the house, heating arrange- 
ments, proximity of stables, butcher 
shops, poultry markets, and factories will 
give important information. To illustrate 
the advantage of securing this type of 
information I wish to report the follow- 
ing case: 

“A child, H., aged 4, had been suffer- 
ing from asthmatic attacks for two years. 
The history failed to reveal anything of 
importance save that the father, who was 
a railway employee, had been transferred 
two years previously to a new station and 
had been obliged to rent a house on the 
outskirts of the village. After extensive 
questioning it was learned that a horse 
pasture was adjacent to this property. 
The mother was asked to pay especial 
attention to the wind direction at the 
time of the child’s attacks and to con- 
sider a possible relationship between horse 
dandruff and the asthma. Subsequently 
she noticed that a wind from the direc- 
tion of the pasture aggravated the at- 
tacks. Although it was evident from the 
history alone that the child was sensi- 
tive to horse dandruff, the complete 
scratch method revealed only one re- 
action, and that verified the above diag- 
nosis.” 

Not all asthmatic histories, however, 
are as helpful as this one, for very often, 
in spite of painstaking history, nothing 
of significance can he discovered. 


May 

The physical examination should be 
thorough and complete. During fluvos- 
copy I look especially for signs of bron- 
chiectasis, neoplasm of the lung, emphy- 
sema, and pathology of the heart. I also 
send patients to specialists for complete 
nose-throat examinations. If the exami- 
nation proves absolutely negative, except 
for the usual well known findings for 
asthma, special tests are begun. 

First, the scratch test is employed in 
an effort to rule out any hypersensitive- 
ness to common food proteins, inhalants, 
and epidermis, and if this is negative the 
in tra dermal test is made. When this fails 
to give a positive reaction, I occasionally 
use the optlialmie test. The problem of 
treating patients who give a definite re- 
action to the above mentioned tests is 
comparatively easy, for in the majority 
of these cases the patient’s condition can 
be markedly improved, or entirely cured, 
by elimination of the responsible food 
protein or by careful and prolonged de- 
sensitization against tbe inhalant and 
epidermis. 

“The physical examination of Miss M., 
fourteen-year-old high school girl, who 
had had asthma for four years, proved 
negative. She had noticed, however, being 
an observant youngster, that milk and 
pork usually aggravated her attacks. The 
scratch method showed a reaction not 
only to these foods but also a very marked 
one to goat hair. The rug in her room 
was found to he made of goat hair. After 
the rug was removed, concentrated milk 
substituted for raw, and pork omitted 
from the diet, the attacks ceased com- 
pletely.” 

“Mr. Ik, aged 37, suffered from asth- 
matic attacks for four or five years. He 
gave a history of good health except for 
one Touch of pneumonia.’ The physical 
examination was negative, but the scratch 
method showed a marked reaction to 
mustard. Elimination of mustard from 
the diet stopped attacks. Incidentally, 
when the patient was told of the offend- 
ing agent, he recalled that during his 
illness mustard plasters had been used 
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I (Jjl on his chest, mustard powder in his socks, immunization. Try to avoid marked gene- 
and a home remedy containing mustard ral reactions. This is a different method 
had been taken orally.’ 5 from that in which we use a stock vac- 

But what is to he done with the astk- cine as a non-specific protein when local 
matie case that does not give any positive and general reactions are deliberately 
reaction to exhaustive tests: First, I put produced). Here might be of interest the 
the patient on special dietetic restric- work of Rawlings (Southwestern Medic, 
tions. so-called elimination diet, in the 19 : 288, 1935) who found Pertussis bacilli 
hope' that something can be discovered on the pharyngeal walls of 4 adult asth- 
bv this simple procedure in spite of the matics. Sauer’s pertussis vaccine gave 
negative tests. I believe there are numer- very good therapeutic results, 
ous asthmatic patients whose scratch or Works of W. Anderson, D. P. Cole, M. 
intradermal tests are negative but whose J. Mandelbaum, and Ramil ez definitely 
offending protein can be elicited in this prove that injections of Iipiodol aie verj 
manner. °The following case will illus- beneficial to asthmatic cases. This applies 
trate my point : not onl T to patients with bronchiectasis 

“Mrs. F., aged 75, had been suffering but also to those without. The procedure 
from chronic bronchitis for forty years, is simple and harmless and certainly war- 
It had gradually become worse with more rants its use. 20 cc.. of warm Iipiodol in- 
pronounced and typical asthmatic at- jected through the trachea at weekly in- 
tacks. It took us almost four months to tervals has given excellent results in my 
find out that herring was responsible, cases. (Don’t fail to test the patient’s 
The old lady at first refused to blame tolerance to iodine before injection). Ac- 
herring, but later proved to herself that cording to W. Anderson (FL Y. St. J. of 
the diagnosis was correct. She still has Med. ’36:1151, 1936) the oil “stimulates 
bronchitis, but now without asthmatic the secretory glands causing them to 
attacks.” excrete large amounts of normal secre- 

I also give instructions at this point tion which increases the fluid contents 
of procedure regarding the preparation of the tubes. It dissolves the mucin in 


and maintenance of a dust free room and 
recommend allergen proof encasings for 
beds and pillows. Failure of elimination 
diet should not discourage the physician; 
he should relentlessly continue his search 
for the cause. 

It is a well known fact that bacteria 
plays some part in producing asthma, and 
my next step is to eliminate such a pos- 
sibility. The patient is instructed to col- 
lect sputum during his attack, and this 
is sent to the laboratory for vaccine (1 
per cent strength). It is my rule, in send- 
ing this specimen to the bacteriologist, 
to inform him of my suspicions and ask 
him to look for the prevalent bacteria. 
A minute dose of this vaccine is then in- 
jected intradermally. If the patient does 
not give a reaction, the vaccine is dis- 
carded, but if, on the other hand, a posi- 
tive reaction results, it is diluted and 
gradually increased doses are given for 


the secretion, renders it less viscid and 
more fluid, thus making possible its 
elimination by the bronchial drainage 
mechanjsm. It stimulates the bronchial 
mucosa, decreases congestion, absorbs, 
exudates, and restores the normal circu- 
lation. Tiie rapid decrease of the bacter- 
ial flora from the sputum indicates its 
bactericidal action. 

“It is also of value in forming a pro- 
tective film over the surface of the 
mucosa, which prevents irritation by dust 
drying and the entrance of bacteria. Its 
high iodine content gives it a specific 
gravity much greater than the bronchial 
secretion. Immediately after the injection, 
it gravitates to the most dependent por- 
tion of the tubes, dislodges and displaces 
the secretion upward into the large tubes, 
where it is eliminated by the cough 
reflex.” 

Captain B., aged 65, had been suffer- 
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f l ' om periodic asthmatic attacks foi' 
eight years. They finally became so severe 
and frequent, that he was making- constant 
trips to the hospital. After the failure of 
my usual procedure, I gave him lipiodol, 
and for the past twelve months he has 
suffered no attacks. He himself now 
knows when he needs the next injection 
and comes once every four or five weeks 
for treatment. A chest x-ray did not show 
anything abnormal except a small bulg- 
ing just below the secondary bifurcation 
of the right bronchus.” 

When lipiodol fails to bring relief. I 
continue my investigation by sending the 
patient to a bronchoseopist to ascertain 
whether or not there may be some ulcer- 
ation or other pathology which could not 
be detected by ordinary physical methods 
or x-ray, and which might he responsible 
for the condition. During the examination 
secretions of the bronchus are collected, 
and another vaccine is made in order to 
he one hundred per cent certain that 
bacteria are not the cause. As the irrita- 
bility of mucous membrane is lessened by 
painting with silver nitrate, broncho- 
scopy affords an opportunity for the ap- 
plication of this treatment to the cavina 
and distending bronchi, and it should be 
done at this time, by all means. 

If, in spite of everything, the cause of 
the asthma continues to elude >us, we 
should begin an investigation of any 
pathology, previously mentioned, which 
was discovered during the initial exam- 
ination, and which could he a focus of 
infection. Work has been done by French 
investigators which has proved beyond 
doubt that endocrine disturbance, name- 
ly ovarian, very often produces asth- 
matic attacks. This should be kept in 
mind since a correction of the disturb- 
ance, according to tbeir opinion, can 
eliminate attacks. 

Even after exhaustive study the cause 
of asthma in a great number of cases may 
still remain unknown, and yet these 
patients need relief from their suffering. 
After all, a patient does not care what 
the cause may be, he wants relief, and it 


is the physician's duty to give it. Here 
the judicial appliance of modern methods 
can he of some assistance. 

Treatment should he divided into two 
categories; one is concerned with immed- 
iate help, the second is prophylactic. 
Adrenalin is one of the most effective 
medicines for treating asthma. Balyeat, 
in his recently published book, Allergic 
Diseases, Their Diagnosis ami Treat- 
ment, writes: “In the medical avma- 
lienfariuni at our command for the re- 
lief of asthmatic symptoms, adrenalin 
is by far the most efficacious for rapid 
symptomatic relief and is probably the 
least harmful of all drugs used by the 
asthmatic patient for temporary relief. 
An ideal drug for temporary relief of 
asthmatic symptoms is one that will re- 
lieve the patient quickly and seldom pro- 
duce untoward symptoms. Adrenalin chlo- 
ride solution 1:1000 given hypodermical- 
ly in 5 to 10 minim doses affords prompt 
relief in the majority of cases, and in 
only an occasional case we find uncom- 
fortable symptoms, such as headache, 
nervousness, etc., unless the drug is given 
frequently. In our experience, it is with- 
out question the drug ‘par excellence’ for 
the relief of asthmatic attacks." 

Dr. James B. Graeser and Dr. A. H. 
Rowe introduced a new method of giving 
adrenalin by inhalation for relief of asth- 
ma. Since their publication, 1:100 solu- 
tion of adrenalin has been used exten- 
sively with good results. It obviates the 
pain and bother of hypodermic injections, 
is easy to administer, and gives the pat- 
ient a feeling of security, thus eliminat- 
ing the great factor of neurogenic and 
psychogenic influence. Use of this solu- 
tion requires only a special all-glass 
atomizer which delivers an even vapoi- 
like spray free from droplets, 
x Dr. Hurst suggested that, when no re- 
lief is obtained from subcutaneous in- 
jection or inhalation of adrenalin the 
so-called continuous method should he 
used: 2 minims of adrenalin 1:1000 in- 
jected intravenously every 3 minutes up 
to a maximum of 15 minims. One gram of 
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caffein sodium salicylate may be injected 
also in connection witli the adrenalin. 
Pituitri n very often aids tlie action of 
the adrenalin. It is tlie consensus of 
opinion that morphine should not he used 
in asthmatic cases, but there is no doubt 
that many patients have been relieved 
only by such injections. Atropin is of 
especial value in cases of nervous origin. 

Inhalants, such as fumes of stramonium 
leaves, are in common use, but their ac- 
tion depends upon their atropin content. 
In my experience they have proved of 
temporary benefit, but they leave the 
bronchus more sensitive than before and 
should not be used too often. Frequently 
the early beginnings of an asthmatic at- 
tack can be helped by administering a 
few drops of ephedrine inhalant in the 
nostrils. Capsules of ephedrine, in my 
opinion, are of little value. 

In status astkmaticus, when all other 
treatments have proved ineffectual, deep 
anesthesia will give the patient much 
needed rest. Oil by rectum will many 
times answer the same purpose, I have 
used a small dose of avertin in a few 
selected cases with good results. 

In carrying out prophylactic treat- 
ment I usually give the patient a general 
outline for his mode of living: he is 
instructed as to the importance of regular 
exercise, stimulation of skin by cold bath 
or sponging, and deep breathing exer- 
cises. Forced expiration and humming 
are particularly emphasized. I suggest 
that he keep a diary of his daily living 
routine, for this occasionally reveals some 
salient angle of the situation. To improve 
protein digestion, meat extract and alco- 
hol before and during meals seem advan- 
tageous due to their stimulation of gas- 
tric secretions-, on the other hand, fat 
and excessive consumption of carlio- 
Jn drates are to be avoided. A ketogenic 
diet, consisting largely of meats, eggs,- 
certain green vegetables, and broth? is 
very helpful. Every attempt should be 
made to regulate the bowels, evening 
meals should be avoided, and a day’s 
starvation per week is to be recommended. 


Non-specific desensitization (injection 
of peptone, tuberculin, milk, stock vac- 
cine) have been used in a limited num- 
ber of cases with conflicting results. 

Hydrochloric acid, intravenously or by 
moutli, which has been so enthusiastically 
advocated, has proven of no value in my 
cases. 

Autohemotherapliy was also useless. 

Calcium and peptone by mouth was 
most unsatisfactory, except in a very few 
cases. 

Sodium iodine and potassium iodine 
rarely gave good results. 

In patients with slow pulse and dry 
skin, a small amount of thyroid extract 
may bring general sympathetic stimula- 
tion and some relief. 

Intravenous injections of glucose, 
which assist tlie liver in dealing with ab- 
normal proteins and fatty acids, are of 
some value. 

Sympathectomy and injections of alco- 
hol into tlie dorsal spinal nerves have 
their advocates. 

Ultraviolet light, according to Day 
{Brit. Med. Jour. 3913 :S, 1936) gives 
very promising results. 

Barach (Ann. Int. Med. 8:739) lias 
used a mixture of 80 per cent helium and 
20 per cent oxygen with some satisfac- 
tion, but this treatment is expensive and 
requires considerable equipment. 

X-ray treatment of severe asthma, ac- 
cording to C. K. Maytum and E. T. Leddv 
(Jour, of Allergy S:6G-70), Nor. 1.936), 
brought symptomatic relief lasting many 
mouths to five of twenty-three patients 
with whom other measures had failed, 
and fifty per cent to seventy-five per cent 
relief lasting from three weeks to two 
months to eight more sufferers. Personal- 
ly, I have had no experience with this 
••method. 

Short wave therapy has been used quite 
often in the last two years, and while I 
have had dramatic results in a few cases, 
others have been only encouraging. 

These various therapeutic methods are 
(Continued to page 26) 
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The Relation of the Sanatorium to the ^ 

Treatment of Tuberculosis 


mS tadSTTs^ at M tept a, e Uralth resvits full 

world believed tuberculosis as LeRor s. peters, m.d. ' r en f ie eras ' K 

haf been e us fi ff? 2 * bU ™’ "" “ ^ liomT^stihSon 

‘ 11ri . 1 ,, effe . C , tlVe . 3 ' con T u ered as had came into its own. By borne institution 


smallpox after the introduction of vac- 
cine by Jenner. Dr. Trudeau had sought 
the Adirondack's where he proved at least 
his life was not to be snuffed out in the 
twinkling of an eye, and later established 
the Cottage Sanatorium for the treat- 
ment oi tuberculosis. Here he proved by 
the trial and error method that rest plus 
good food and fresh air could arrest the 
disease in a fair percentage of patients. 
He learned in the school of hard knocks 
what is common knowledge today, but 
lived to give all who came after him a 
comprehensive knowledge of the disease, 
and the fundamentals in its treatment. 

Climatic treatment of tuberculosis had 


I mean the state, county and municipal 
and not the private sanatorium; that suf- 
fered along with its climatic relative. 
People flocked to the place that made 
possible a cure with little or no expendi- 
ture of money, and the wails of the private 
sanatorium owner both east and west 
mingled in one mighty cry, that still 
echoes from Maine to California and from 
Canada to the Gulf. But more about this 
later. These individuals have a real 
grievance. 

In the early days the sanatorium treat- 
ment consisted of rest, good food, fresh 
air and expert supervision. There was 
little else to offer a patient. The progress 


been empirical up to this time, and pat- of the disease had to be watched and the 
ients have been advised to change climates prognosis given by what the clinician 
as far back as records can he traced, could gather from physical examination 


Mountains, seashores, and deserts all had 
their day, but it was Dr. Trudeau’s ex- 
periment in the Saranac Lake section that 
started the country on a sanatorium- 
building period which ultimately placed 
sanatoria in practically every state in the 
union. 

The Southwest and the western sea- 
board saw the majority of private institu- 
tions built, while the East began the erec- 
tion of state and later county and munici- 
pal sanatoria. The movement spread like 
wild-fire and the modern treatment of 
tuberculosis was begun in earnest. Again 
we were behind Europe, but once the 
movement started we outstripped them 
in things accomplished. In the mad race 
to build home institutions, climate was 
forgotten and the slogan “Stay at home 
and be cured” cut the percentage of clim- 
ate chasers to the minimum. However, up 
to the world-wide chaos of 1929 those who 
could afford the luxury of climate still 


and clinical symptoms alone. The advent 
of the x-ray and the various laboratory 
tests for determining activity and the 
progress in general wei’e yet to come. 

For the sake of close supervision, pat- 
ients needed an institution and were more 
successfully treated there inasmuch as 
their regime was outlined for the entire 
twenty- four hours, and, what is more to 
the point, someone saw that this routine 
was carried out. When one asks for an 
argument relative to the value of sana- 
torium over home treatment and the 
questioner has stated that he will follow 
the same advice on routine at home, tell 
him it has never been done and that the 
proof of the pudding is in the eating- 
sanatoria can boast results that were 
never dreamed of by home ti eatment. 

My personal experience also bears out 
this statement. For eighteen years I was 
directly connected with institutions, most 
of those years as medical director. Foi- 
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tlie past twelve years I have been doing 
private practice. For satisfaction from 
all angles, the institution is far superior. 
In order to offset the disadvantage of 
private work, I attempt to place all pat- 
ients in the beginning under sanatorium 
care in our so-called open institutions. 
Here we have nursing supervision and 
routine is carefully looked after. Still I 
firmly believe that a sanatorium with a 
medical director in charge is preferable. 

I have attempted to show that in the 
beginning the sanatorium was a necessity 
for properly carrying out the rest regime. 
Nor has the advent of collapse therapy 
made it of less value to the patient who 
has just been given his diagnosis, and 
must be started on his tuberculosis educa- 
tion. Education of the tuberculous is best 
accomplished in the institution^. There 
is no more comparison between the sana- 
torium-educated patient and the home 
patient than there is between the cor- 
respondence school pupil and the student 
of a recognized university. The one is as 
handicapped in his fight for continued 
health as the other in his struggle for 
economic existence. 

Collapse therapy has changed the at- 
titude of many specialists in tuberculosis 
toward the sanatorium. In many cities, 
patients are given artificial pneumotho- 
rax at dispensaries and allowed to con- 
tinue work in the early months of treat- 
ment. The lay magazines are making 
much of this “new cure” for tuberculosis. 
Even medical men are carried away by 
the spectacular results obtained, with the 
inevitable result that the average patient 
thinks if lie or she can have a pneumo- 
thorax needle thrust into the pleural 
space or a phrenic nerve pulled out of 
his anatomy, his troubles are immediate- 
ly at an end and the longed-for cure ac- 
complished. 

I realize as keenly as any of my col- 
leagues that economic situations alter 
cases, and what can be done for an in- 
dividual in one stratum of economic life 
cannot be done for one in a lower. Many 
times a patient comes to my office with 


barely enough money to buy bread. He 
has reached"' the desert, chasing a will 
o’ the wisp, hoping the dry air will re- 
store a worn-out physique and the sun- 
shine will contract a cavity which oc- 
cupies a third of his lung. That man must 
have something done for him. There are 
no charitable institutions in New Mexico, 
but there are people running sanatoria 
with the milk of human kindness tucked 
away inside. I put this patient to bed 
for a period long enough to collapse the 
bad lung and let him work. No doubt the 
dispensary care in large cities I referred 
to comes under the same classification. 
Something must be done for that type. 
By collapse therapy we have made it pos- 
sible for this patient to resume bis oc- 
cupation and if the collapse is complete, 
rendered him no longer -a menace to those 
with whom he may come in contact. 

But when we advocate this type treat- 
ment it is because of economic necessity. 
It is not the ideal in compression therapy. 
It’s a make-shift and must he looked upon 
as such. A collapse of a lung does not 
cure tuberculosis; it merely gives nature 
a chance to effect a result. It’s unfortun- 
ate that medicine is penalized and forced 
into make-shift methods by a society that 
penalizes human beings and makes it 
necessary to offer half-way measures to 
prolong downtrodden lives. 

To those more fortunate individuals, 
time makes for much better end results. 
They can and should be advised to enter 
a reputable sanatorium. There under pro- 
per conditions the patient has the ad- 
vantage of study and when this study is 
complete, sane advice can be given as to 
methods of treatment. It may or may not 
be some form of collapse but if collapse 
it. is, then continued residence in the 
institution of choice makes for a success- 
ful 1 outcome. 

We have spoken of pneumothorax and 
I think hinted at phrenic exaresis, but 
have not touched on thoracoplasty — 
which brings us to major surgery and 
therefore calls for a discussion of the 
sanatorium properly equipped for all 
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types of collapse treatment. The institu- 
tion of early days needed a well-appointed 
kitchen, an attractive dining room, a re- 
creation hall, and units for the accom- 
modation of patients. Perhaps an infirm- 
ary could be found in a few if one searched 
long enough. A laboratory mas a neces- 
sary adjunct for the routine examina- 
tions; later, x-ray machines became a 
necessity, but until recent years many 
plodded along with meager equipment. 
Now if an institution gives the best that 
is possible in the care of the tuberculous 
it must add a surgical unit or have access 
to a general hospital in a relatively short 
distance from the sanatorium grounds, 
so that the. close cooperation between 
surgeon and tuberculosis specialist may 
exist, for this relationship or lack of if 
spells many times the difference between 
success or failure. 

Where surgical units or access to near- 
by hospitals are lacking, it becomes 
necessary for the patient to travel long 
distances and to he placed in the hands 
of a surgeon who knows nothing of the 
individual except that some doctor wants 
his ribs removed. In the final analysis 
the medical man is the one whose judg- 
ment prompted the operative advice, and 
the successful chest surgeon is the man 
who understands this fact and works in 
close association with his medical col- 
league. 

I now come to the last phase of this 
discussion. Wliaf of the private sanator- 
ium and its struggle for existence? Where 
will this struggle end? Unless something 
is done to meet the situation, the answer 
is failure. There can be noihing else 
under exuding conditions. The state, 
county and municipal institutions are 
taking the private patient at the expense 
of the privately owned sanatorium. The 
man who owns his institution should have 
some protection. He along with the rest 
of the tax-paying group is helping sup- 
port the institution that is forcing him 
into bankruptcy. When these institutions 
were built it was the opinion of most of 
us I believe, that they were for the care 


of indigents or people who could ill af-^ 
ford private sanatoria. If we were right 
iu this opinion, then time has changed 
the purpose for which they were erected. 
Now anyone can enter these institutions 
and get away with it. The waiting list 
is long, and in many, patients wait 
months before there is a vacancy. Often 
this prolonged wait spells failure to re- 
gain health. And yet nothing is done 
about it. 

It all resolves itself into the present- 
day agitation for lower cost for medical 
care — a problem which merits careful 
consideration, another entering wedge 
for state medicine whicli is fast becoming 
a reality in one form or another. Let me 
digress long enough to say that I have 
no quarrel with state medicine per se, 
hut I do object to practicing state medi- 
cine in - a capitalist society. No group 
should be singled out and legislation 
enacted to cover that particular group. 
As long as the profit system exists, doc- 
tors should be given the same chance that 
our government extends to the magnates 
of industry. 

But we are not dealing with economics. 
We must suggest something constructive 
for the private sanatorium owner. In New 
Mexico we are without a state sanatorium. 
For years we have recognized the fact 
that something must he done for the in- 
digent who is a resident of the state. Our 
present plan backed by the State Board 
of Health and all health agencies is to 
get a sufficient appropriation through 
the legislature to place these people in 
existing institutions. In that way, over- 
head can he cut and empty beds can be 
filled. It seems to me that by concentrated 
effort on the part of individuals and as- 
sociations such as this some pressure 
could be brought to bear on all existing 
state, county and municipal institutions 
to force them not to accept patients who 
are able to pay for private sanatorium 
care. Further, rather than have move ex- 
penditure of state monies to add beds to 
already existing institutions, awaken sen- 
f Continued to page 24) 
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^Tuberculosis in the Aged 

In judging the frequency Andrew L. Banyia s finishes 

and severity of tuberculosis in BY liis article thus: 

the aged, one finds himself John w. shuman, m.d. 1st. Tuberculosis in the aged 
dividing his study into three Los Angeles - California ig not rave . 
parts, as outlined below: 2nd. Appearance of health does not 

exclude it. 


1. Literary findings, 

2. Necropsy findings, and 

3. Personal findings. 

Liter ary Findings 

Thanks to Herbert R. Edwards, M.D., 
director of the New York bureau of tu- 
berculosis, this study has a real biblio- 
graphy. Excerpts from his leads follow : 

J. A. Myers 1 summarized his screed 
as follows : 

1st. Thirty-five tuberculous individu- 
als whose ages ranged from fifty to 
eighty. Tubercle bacilli were found in all. 

2nd. In nine there had been definite 
exposure. 

3rd. Thirteen decendants had tuber- 
culosis. 

4th. Symptoms dated from six months 
to forty-five years, and he warned us 
that, “Tuberculosis in the aged is a great 
problem. Its greatest danger being its 
mildness.” — That being true, tuberculo- 
sis is kind to the aged ! 

William H. Meade 2 , another lung 
specialist, concludes his paper with, 
“There has been a laxity in the recogni- 
tion of phthisis among the elderly; it is 
a potent menace to public health work; 
and the problem is not only one of cus- 
todianship and segration, but includes 
active care and even collapse therapy 
when necessary.”— I dare to opine that 
collapsing an aged adhesive pleuritic 
tuberculous lung in an elderly mother 
or father would be, if effective, rather 
rough treatment. 

’Contributed by request to the Rocky Mountain 
Tuberculosis Conference, Albuquerque, Sept. 28 - 29 , 
1936, From the Depts. of Int. Med., College of Medical 
Evangelists, and the U. S. Veterans, and Hollywood 
■Hospitals. 


3rd. Forty-three and one half per cent 
of onr elderly tuberculous patients bad 
lung hemorrhages although fibrotic les- 
ions were most common. 

4th. The course of the disease was 
more prolonged than in younger subjects. 

Every now and then an occasional case 
report appears, e.g., D. A. Chamber- 
lain 4 reports an eighty-five year old 
woman who had “positive” sputums and 
Boris M. Pried 5 reported an old man 
who had active tuberculosis. 

Well, here is one of mine: — a sixty- 
nine year old widow from Florida was 
examined August 3rd, ' 1935. She com- 
plained about a 4x4 cm., firm, tender 
nodule in the base of her right neclc. She 
had lost much weight over a period of 
seven months, during which time the 
lump had been treated by x-ray. The pat- 
ient, relatives, and her nurse were sure 
that it was cancer. I did not know, so 
we had Edward Ruth remove it at the 
Hollywood Hospital. Pathologist And- 
rews reported, “a tuberculous gland.” The 
wound drained for two months. Tubercle 
bacilli were found in the exudate. The 
patient gained twenty pounds in the next 
nine months, no doubt because her mind 
was relieved of cancer. Then too, the les- 
sening of her load of active glandular 
tuberculosis did not hurt her. 

Necropsy Findings 

When W. L. McNamara, pathologist of 
the National Veterans Hospital of West 
Los Angeles, was consulted about the sub- 
ject, “Tuberculosis in the Aged,” he re- 
plied, “Active tuberculosis in the aged is 
a negligible quantity.” After due con- 
sideration of several months he saw no 
logical reason for changing that state- 
ment. 
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He also informed me that the U.- S. 
Public Health Department will not ac- 
cept nurses under thirty years of age, 
because after that they are considered 
practically immune to tuberculosis. 

Vernon L. Andrews, pathologist of the 
Hollywood Hospital, reviewed one hund- 
red and nine necropsy protocols held 
during 1935, and found' that he had re- 
corded tuberculosis in thirteen who aver- 
aged a little over sixty-six years of age. 
Twelve were “healed” and died from 
other causes. In only one, a male aged 
sixty-nine, was active tuberculosis found ; 
less than one per cent of the 109. A glance 
through his table shows how some aged 
people tolerate tuberculosis in Sunny 
■ California. 


70 and 75 — four between 75 and SO— three 
between SO and So —one aged 88, another 
93, and still another aged 97 !” 


Personal Findings 


Necropsy 

Date 

2-35 

10 - 35 

11 - 35 
26-35 
44-35 


46-35 

50-35 

58-35 

63-35 

80-35 

94 - 35 

95 - 35 
97-35 


Ages 

71 

50 

77 

55 

65 

69 

50 


83 

60 

80 

70 

63 


72 


Tuberculous Incidents 
Tbc lungs and lymph glands 
Calcified the left lung and 
peribronchial glands 
Apical tuberculosis 
Calcified tbc nodules of lungs 
Calcified tbc nodules of right 
lung 

Tbc left adrenal 
Calcified tbc glands of 
mesentery 
Tbc left lung 

One calcified tbc peribron- 
chial gland 

Calcified tbc peribronchial 
gland 

Old tbc of peribronchial 
glands 

Calcified tbc peribronchial 

glands 

Tbc of apices 


Status 

Healed 


Active 

Healed 


Frederick Proescher, pathologist of the 
San Jose General Hospital, wrote Sep 

SStsspgS: 

these, seten u between 

seven between 6o and <u 


Back in Iowa forty years ago, the facili- 
ties for diagnosing were not so efficient 
as they are to-day. It was then that grand- 
ma M. passed on from what our dear old 
country doctor diagnosed, “Consump- 
tion.” She hacked and spat about, a halt- 
pint of sputum every morning the last 
ten years of her life— ever since an attack 
of “lung fever”. She also had severe 
crippling arthritis with clubbing of her 
finger ends. Xone of her decendants have 
developed tuberculosis. Therefore, wha 
she probably had was “osteo-pulmonavy- 
arthritis” secondary to a bronchiectasis. 

^ review of seventy-five necropsies held 
during intern days in the Allegheny Gen- 
eral Hospital (1910-11) with Frederick 
Proescher, shows that eighteen were past 
fifty-the age when geriatrics, or tlie 
medical care of the aged, begins. ^ 
their lungs were more or less antliricotic 
from inhaling the eoal-sooMatoea an 
of Pittsburgh. Healed or arrested t* 
cniosis as exhibited by fibroses and cal- 
cified bronchial lymph nodes were com- 

and that « ‘ V Treatment 

out diagnosis, P - nature. 

‘ A ieue ^. u ‘ Towa for the Mis- 

in 192 ValleyMedicai Society, found that 
soun 1 ™ actiYe tuberculosis and 

seven died from ras thirty-five 

that their average age 

survey of two 

tires’’ ot tt s e J “MeMcal ' Society showed 
the Iowa State , diagnosed 
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their average age at death being thirty- 
seven. 

Lawrason Crown quoted in that study 
previously written for Osier’s medicine 
that, “The average length of life of the 
active chronic consumptive is about six 
years.” 

A study of Medicine in Syria (1922- 
23), for the New York Medical Journal 
and Record , showed that thirty-four of 
the five hundred hospitalized patients had 
far-advanced active pulmonary tubercu- 
losis with an average age of thirty-four 
years; and that fourteen of them died 
that year. 

The above only goes to show that un- 
arrested active tuberculosis saves its 
owners from the complications of high- 
blood pressure, parkinsonian tremors, 
menopause horrors, and prostatism. 

A search through the dead file at the 
office for the last thirteen years found 
that it contained three hundred and sixty- 
six records; one hundred and ninety-four 
of which average the age of sixty-three; 
that post-mortem examinations were 
made upon thirty-eight, and active tuber- 
culosis was encountered by V. L. Andrews 
in only one. This activity was marked 
and in the right upper lung of a sixty- 
seven year old man who died from lung 
hemorrhage. His physician, Edward Ruth, 
and the author treated him twenty- four 
hours for right lobar pneumonia! How- 
ever, the remarkable thing was that the 
fatal bleeding came from a bronchogenic 
carcinoma of the right lower lobe! 

Which recalls that right here in Al- 
buquerque, fourteen mistakes in diagnos- 
ing intra-thoraeic pathology were con- 
fessed eight years ago before the South- 
western Medical and Surgical Associa- 
tion; hut we forgot to relate that in 1924, 
in Ward 155 of the Los Angeles General 
Hospital, a sixty-four-year-old actor died 
from lung-trouble — diagnosed tuberculo- 
sis by some of us, and syphilis of the left 
lung by others, the latter on account of a 
four plus Wassermann. He had lost 
weight, had fever, spat Wood, and had 
physical signs of chronic pneumonitis in 


the left upper lobe which the x-ray con- 
firmed. After death, George Maner found 
a inelastic cancer in the left lung which 
originated in the right kidney. Therefore, 
let us bear in mind malignancy when diag- 
nosing lung pathology in the ag-ed. 

Many are the causes for lung failure 
other than tuberculosis. During the past 
thirteen years some of us in Southern 
California have had to learn about 
eoceidiodies. One aging colored Veteran 
was clinically diagnosed, and mal- treated 
for syphilis. The post-mortem diagnosis 
was “miliary tuberculosis”. One month 
later the microscopic slides were re- 
examined and the correct diagnosis of 
“Coecidiodies” established. 

In passing it may be mentioned that 
healed contracted leathery tuberculous 
apices were found in the aged after death, 
by our fore-fathers in medicine. Also that 
autopsies are not the style, even to-day, 
on account of laziness, and indifference 
on the part of physicians, and the ignor- 
ance, superstition, and Mosiac laws of 
the laity. Then too, we must not be blind 
to the fact that, “What we go out to seek 
that we will find.” The laryngologist sees 
chronically infected tonsils; the procto- 
logist — active hemorrhoids, and the chest 
specialist — active tuberculosis — too often 
where they are not. 

Conclusions 

That is the way tuberculosis in the 
aged impresses us to-day. When we in- 
terrogate physicians who have been in 
practice from thirty-five to fifty years, 
all can recall one old man, or one elderly 
lady who really had active tuberculosis. 
They also state that there were many 
others in whom they suspected it, but 
x-ray, microscopic, and autopsy evidence 
lacking. 

When the next text book ou geriatrics 
is written, its chapter on tuberculosis will 
contain the following: active tuberculosis 
is only occasionally encountered in folks 
past fifty years of age, much less than 
(Continued to page 28) 
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When Not to Use Sun Treatment 
•n Pulmonary Tuberculosis 

The purpose of this paper is 
not to cover the whole subject 
of heliotherapy in tuberculosis, 
but only to discuss a few prac- 
tical aspects of it, with omphnsb 

contra-indications. 


BY 

LEROY EERICK, M.D. 
Denver, Colorado 

S Oil 


tributed to coincidence or the 
natural course of the disease, 
but am convinced that the ex- 
posure to the sun’s rays must 
be considered the cause of some of them. 


„ In starring a new patient on treatment 

too much has been said about the value for tuberculosis, tbe first thought should 
o sunlight in tuberculosis that sunbaths be of rest, not of sun. 
are often prescribed as soon as a diag- 
nosis of pulmonary tuberculosis has been 
made. This is most unfortunate, as direct 
exposure of the unclothed body to the 
sun is injurious in many cases, indeed, I 
believe that it is a mistake to give sun- 
baths to a patient beginning treatment 
for active pulmonary tuberculosis. 

It is true that among experienced 
phthisiologists some will employ helio- 
therapy more than others. There will be 
a difference of opinion as to its advis- 
ability in certain cases, but there is a 
very general agreement that the patient 
with a markedly active exudative pul- 
monary lesion should not be exposed to 
(lie direct rays of tbe sun. Most patients 
with tuberculosis, especially adolescents 
and young adults, when they first come 
under observation, have this type of 
lesion. Furthermore, sun treatment should 
not be given to a patient who has had a 
recent hemoptysis, and usually not to one 
with any fever. These contra-indications 
apply equally well to treatment with a 
powerful ultraviolet lamp, and if the in- 
dividual with progressive lung disease 
goes to the doctor’s office for the lamp 
treatment, he is harmed not only by the 
ultraviolet rays, but also by the frequent 
trips downtown when he ought to be 
resting. 

Very often a history is given of .-the 
occurrence of hemoptysis or of increased 
cough and fever after the use of helio- 
therapy during the early active stage of 
the disease. These unfavorable develop- 
ments follow heliotherapy so frequently 
that I believe they cannot always he at- 


Heliotherapy is of great value in tu- 
berculosis of tbe bones, lymph nodes, and 
other extra - pulmonary structures, and 
tbe exposure to tbe sun of a limited dis- 
eased area, such as a discharging cervical 
lymph node, or a rectal fistula, may be 
done without regard to the chest condi- 
tion. Also, when the need for sun treat- 
ment is rather imperative, as may be tbe 
case in intestinal tuberculosis, it is some- 
times advisable to try it in spite of mode- 
rate activity in tbe chest. 

As a general rule, the kind of pul- 
monary case in which heliotherapy may 
be beneficial is one which has undergone 
a year or two of rest or collapse treat- 
ment, so that the disease is quiescent, 
and fibrosis is developing. Contra-indica- 
tions, such as recent spread of the lesion, 
fever (due to the lung condition), or 
recent hemoptysis, should be absent. Even 
then the sun should he used cautiously, 
and the exposures reduced in length or 
stopped if any deleterious effects, such 
as increased temperature or pulse rate, 
undue fatigue, or anorexia are noticed. 
A convenient method of applying helio- 
therapy is to start with an exposure of 
one minute to the anterior surface of the 
body and one minute to the posterior 
surface, from the waist down. The time 
of exposure is then increased by one 
v minute to the front and one minute to 
the back daily, until a total time of one 
or two hours is reached. If the course 
of treatment is interrupted for a few days 
by cloudy weather the next exposure 
should be shortened somewhat, and the 
followin'! ones gradually lengthened. 
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ASHEVILLE 

NORTH CAROLINA 

11 The Land of the Sky" 


ZEPHYR HILL SANATORIUM 

For tho treatment of tuberculosis and chronic 
diseases of the chest. 

Medical Staff: 

C. H. Cocke, M.D. 

S. L. Crow. M.D. J. W. Huston, M.D. 

Mts. W. 1. Abernetby, R.N., Superintendent 
ASHEVILLE NORTH CAROLINA 



ambler heights sanitarium 

A modern sanitarium fully equipped for the 
treatment of pulmonary tuberculosis 

Descriptive literature upon request 

Edwina M. Ricbardson, R. N., Supt. 
ASHEVILLE NORTH CAROLINA 


St. Joseph Sanatorium 

(Conducted by the Sisters of Mercy) 

Fireproof, steam heat. All rooms have private 
sleeping porches with private or connecting baths. 

Graduate nurseB in attendance. 
ASHEVILLE NORTH CAROLINA 



VIOLET HILL SANATORIUM 

Owned and operated by Mrs. Florence Barth 

Each room has a sleeping porch with southern exposure. Free automobile transportation to Town 
ASHEVILLE Reasonable Rates NORTH CAROLINA 
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GRADUATE NURSES 
IN CONSTANT ATTENDANCE 


For Diseases of the Chest 

1901 GRANDVIEW AVENUE 

EL PASO, TEXAS 


MEDICAL STAFF 

DR. ROBERT B. HOMAN, SR. 

DR. RALPH H. HOMAN 
DR. ROBERT B. HOMAN, JR. 


DR. ORVILLE E. EGBERT 
Medical Director. 
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Special care must be taken with certain 
blonds whose skins are inclined to burn 

^ ThC} ' lua - v never stand 
more than a few minutes exposure, and 

ln S0 f e sucli individuals the treatment 
ma.-\ have to be abandoned. 

In a high altitude, where the air is 
usually clear and the sunlight intense, 
it seems probable that exposure of the 
body below the waist is sufficient for 
maximum benefit, though some phys- 
icians expose the chest also. In localities 
where the air contains much mist and 
smoke, which absorb many of the ultra- 
violet rays, it may be advisable to expose 
more of the body or to lengthen the time, 
in order to obtain the desired dose of 
the rays. 

On a warm summer day the sunbath is 
preferably taken earlv in the morning, 
especially when this treatment is just 
being started. In any case, exposure to 
the hot sun should not be long enough 
to cause any real discomfort. Sometimes 
patients who dress and sit a long time 
in the sunshine obtain unfavorable re- 


actions from overheating with the in- 
frared rays, although their clothes pro- 
tect them from most of the ultraviolet 
light. Those confined to bed and receiving 
no sun may be given codliver oil or vios- 
terol to prevent vitamin D deficiency. 

Patients often remark that they feel 
better on clear sunny days, and those of 
us who practice in relatively dry regions 
believe that such weather is a help to 
them, both physically and mentally. But 
this general tonic effect of indirect sun- 
light is an entirely different matter from 
the direct exposure of the body to the 
sun’s rays. The invalid’s room should he 
bright and sunny, as no doubt such dif- 
fused ultraviolet light as is reflected in- 
to the room is beneficial. 

Summary 

(1) Sunlight is a powerful remedy, to 
be used with discretion. 

(2) As a rule, patients with active pul- 
monary tuberculosis should not have their 
bodies exposed to the direct rays of the 
sun. 


THE RELATION OF THE SANATORIUM TO THE TREATMENT OF TUBERCULOSIS— (Cont. from P. 18). 


(imeni for such plans as New Mexico is 
attempting and which is already being 
done in Colorado, Texas and I suppose 
other states. 

Further than this I have nothing con- 
structive to offer, but I still feel that 


collective effort by such organizations as 
ours may in time bear fruit and if sucli 
effort proves wasted, the private sana- 
torium will live only in the memory of 
pioneer workers in the field of tuber- 
culosis. 


An increasing number of medical men are routinely using 

NEO-GUISODIDE 

Intravenously . 

in bronchitis, bronchial pneumonia, and certain other respiratory ills. 

Fever usually subsides after the second or tUrd ingMon-and sometimes a ter 
the first. It is therefore a truly eGoncmicai treatment. ^ Gm-f gualacol. 

Neo-Guisodide contains in the 20 cc ampule. ampu les contain one-half 

0.04 Gm„ creosote 0.04 Gra„ glucose Gm. The xu cc an v 

the above drugs. „ „„ helow 

Supplied quickly from any of the offices lis 

KANSAS CITY, MISSOURI 

GYT A r Tvi rr Yp LOS ANGELES 

NEW YORK ATT.ANTA SEA Limb 542 S. Broadway 

17-23 W. 60th St . 218 Rhodes Bldg. 1331 Third Ave. a g 

Pharmaceutical Chemists 

GEORGE A. BREON & CO., INC. 
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GrRACE I/UTHERAN SANATORIUM FOR TUBERCULOSIS 

701 SOOTH ZARZAMOEA STREET SAN ANTONIO, TEXAS 

Admits patients irrespective of denomination or creed Ideal all year climate Excellent medical and 

nl ^RallogTapliic, Fluoroscopic, and Pneumothorax service.” New, distinctive. Individual Bungalows 

highly modern; also Private Rooms with baths and sleeping porches. .. .all equipped with radio..*. 
Beautiful grounds. .. .Moderate Rates. 

For booklet and information address: PAUL F. HEIN, HJO., Pastor & Supt. 


HOLY CROSS SANATORIUM (No „ sectarian) In the Health Zone of the Nation 

A large, modern, privately owned, 260 bed Institution, comprising 600 acres, with Truck Garden. Poultry 

and Dairy Farms Well balanced menus. , . , , 

A “Home away from Home." with each Room and Ward adjoining a private, airy sleeping porch. Also 
private rooms with bath . , , , , c . .. 

A beautiful, restful Health Resort, with separate Units personally supervised, and having every Medical aid 
and wholesome entertainment X-ray and Clinical Laboratory work, Artificial Pneumothorax, Heliotherapy and 
Ultra Violet Ray. Competent medical and nursing staff. Radio, Microphone with ear-phone connections to each bed. 

Located in the Health Zone of the nation with Ideal year-round climate. Altitude 4,330 feet. Water 99.99 per 
cent pure. RATES *16.00 to *22.60 A WEEK 

SISTERS OF THE HOLY CROSS, Supervisors . . Holy Cross, New Mexico 


8 PORTLAND OPEN AIR SANATORIUM 

0 MILWAUKIE, OREGON 

o 

A A thoroughly equipped institution for the modern medical and surgical 
o treatment of tuberculosis. An especially constructed unit for thoracic 
0 surgery. The most recent advances in pneumolysis applied to those 
n cases demanding this branch of intrathoracic surgery. 

Jj MODERATE RATES 

§ Descriptive Booklet on Request 

jj Medical Directors: ) ? al ]* C - Mats ° n .’ and Ma ? Bi , sadlon < M - D - 

U J 1004 Stevens Building Portland, Oregon 

o o<z^> o c=ro o crz> o c=>o crzooczrooc^o 



A modern and thoroughly-equipped institution 
for the treatment of all forms of tuberculosis. 
Beautiful accommodations for patients, includ- 
ing private suites with glass-enclosed sun parlors. 


Medical equipment is complete, with every- 
thing used In the present day methods of diagno- 
se and treatment. 

A home-like atmosphere Is obtained at all times. 


Chest Clinl0 and Out-Patient Department, 1018 Mills Building 

HENDRICKS-LAWS SANATORIUM 

EL PASO, TEXAS 

CHAS M. HENDRICKS and JAS W. LAWS, Medical Directors 
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EARLY TUBERCULOSIS— (Continued from page 10). 

Summary 

1- By carefully taking the clinical hist- 
oiy and classifying tlie symptoms accord- 
ing to their etiology, and assigning to 
those present their combined value, one 
can make a probable diagnosis in nearly 
all frank cases of early clinical tubercu- 
losis. 

2. The sputum should always be ex- 
amined, no matter where the patient 
thinks it comes from. A twenty-four or 
forty-eight hour specimen should be ex- 
amined in all cases where the amount 
raised in small. Examining by one of the 
methods which concentrate the bacilli 
Avill show their presence in many instan- 
ces where they are not found by the smear 
method. 

3. Areas of atrophy of the soft tissues 
over the thorax should be looked for be- 
cause they tell of previous inflammation 
in the underlying lung and pleura. . 


1. Diminished motion of the chest wall 
on one side is present in all cases of 
unilateral active clinical tuberculosis. 

3. The x-ray is a great aid to diagnosis. 
Many plates on which an opinion is given 
are so poor that they are not only value- 
less but harmful. A moderately soft plate, 
carefully developed, is most dependable. 
A negative film does not imply the ab- 
sence of disease. 

6. Bales may indicate the presence of 
active disease in the underlying lung or 
pleura, or of a chronic or obsolete pro- 
cess. They must be interpreted in con- 
junction with other symptoms. Those who 
examine chests for early tuberculosis in- 
frequently should disregard all rales ex- 
cept those which are of a definitely moist 
nature. 

7. All cases in which there is a suspi- 
cion of tuberculosis which cannot be 
proved otherwise should have a tubercu- 
lin test made. 


IfOW TO HANDLE ASTHMATIC PATIENTS — (Continued from page 15). 


numerous, but one can readily see that 
but few are practicable. Asthma is a chal- 
lenge to medicine. Unfortunately, the 
medical profession is at fault to a certain 
degree, for neglect of early radical treat- 
men! and a superficial attitude lead to 
(he development of more complicated 
conditions which are more difficult to 
cure. 

In conclusion I want to emphasize the 
importance of remembering thai asth- 


matic work requires long, tedious labor, 
special training in interpreting the re- 
sults of different tests, a realization of 
the necessity for “team work,” kind, sym- 
pathetic, and understanding handling of 
these sufferers, and above all, a thorough 
knowledge of internal medicine. 

Have a definite plan, it is the best way 
to prevent the frustration that results 
from misdirected and confused efforts— 
both for yourself and for your patient. 


Southwestern 
Presbyterian Sanatorium 


ALBUQUERQUE, 
NEW MEXICO 


A well-equipped Sanatorium in the Heart of the 
Well Country. 

Write For Information and Rates. 
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Palmer Sanatorium 


SPRINGFIELD. 

ILLINOIS 


A Private Sanatorium of the Highest Class. Very moderate inclusive rates with no extra charges. 
Fully approved by the American College of Surgeons. Unusual refinements of service. New an 
modern buildings and equipment. 

A CONVALESCENT SECTION for non-tuberculous convalescents. 

Circulars on request: Dr. George Thomas Palmer, Medical Director. 


LAUREL BEACH SANATORIUM 

SEATTLE (On the Salt Water Beach) WASHINGTON 

A private sanatorium fully equipped for the modem treatment of Chest Diseases. . . .X-Ray, Fluoroscope, 
Pneumothorax, Phrenectomy and Thoracoplasty.... Special diets when required; private and semi-private 
rooms. Rates: From $25.00 per week up, Including medical care. 

FREDERICK SLYFIELD, M.D. JOHN E. NELSON, M.D. RAYMOND E. TENNANT, M.D. 


St. Luke’s Home 

A HOSPITAL FOE THE ACTIVE TREATMENT OF TUBERCULOSIS 
Phoenix, Arizona, altitude 1100 feet — October to June. 

Prescott, Arizona, altitude 5300 feet — June to October. 

An unusually favorable climatic arrangement. 

REV. B. R. COCKS Managing Director 

E. W. PHILLIPS, M.D., F.A.C.P Medical Director 


SOUTHERN SIERRAS SANATORIUM 



BANNING, CALIFORNIA 

Location, near but not directly on the desert 
(altitude 2,400) combines best elements of desert 
and mountain climates. . . .A sustained reputation 
for satisfaction, both among physicians and 
patients. . . .Send your next patient here, and 
you may be assured of his receiving maximum 
benefit, and of his full gratitude. 

C. E. Atkinson, M.D Medical Director 
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5 MARYKNOLL SANATORIUM 5 

(j MONROVIA (Maryknoll Sisters) CALIFORNIA (1 

o A sanatorium for the treatment of tuberculosis and other diseases of the lungs. Located In the o 
H foothills of the Sierra Madre Mountains. Southern exposure. Accommodations are private, mod- f) 
o cm and comfortable. General care of patient is conducive to mental and physical well being, o 
f] Sister Mary Edward, Superintendent E. TV. Hayes, M.D., Medical Director jj 
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ST. VINCENT SANATORIUM 

Information TUBERCULOSIS IN ALL FORMS 

and Rates Robert O. Brown, M. D. 

on Request Medical Director 


SANTA FE 
NEW MEXICO 

Conducted by 
SISTERS OF 
CHARITY 


THIRTY-FIVE YEARS OF UNRIVALED SERVICE FOR THE SICK HAVE MADE 

St. Joseph Sanatorium and Hospital 

ALBUQUERQUE, NEW MEXICO 

The Most Beloved and Famous Institution of the Southwest 

A 200 K.V.P. SHOCK-PROOF DEEP THERAPY MACHINE HAS RECENTLY BEEN ^INSTALLED 
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TUBERCULOSIS IN THE AGED — (Continued from page 21). 


one third of one per cent. When active 
tuberculosis does occur in the aged it is 
nothing but a reactivation. When present, 
it affects any part of the body, chiefly 
the glandular structures. Its course is 
always milder and is more prolonged than 
in younger subjects: Nevertheless, it 
should lie recognized whenever present 
and so managed that the affected one 
does not suffer unnecessarily and others 
become infected. The most rabid anti of 


regular medicine admits that active tu- 
berculosis is contagious and desires that 
it he curbed. 


(1) Araer. Rev. of Tbc. 21 pp. 555, "Tuberculosis in 
the Aged.” 

(2) Mich. State Med. Soc. Jour. 35, 4, pp. 233, 4/36, 
"Tbc. in the Elderly.” 

(3) Amer. Rev. of Tbc. 21 pp. 577, "Tuberculosis in 
the Aged.” 

(4) B. M. Jour. 2, pp. 565, ’28. "Phthisis at the age 
of Eighty-five.” 

(5) New Eng. Med. Jour. 200 pp. 233, ’29. "Hilum 
tbc. in an Old Man.” 
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ABSTRACTS 

Active Pulmonary Tuberculosis Without covered and with observation will be found 
Symptoms— - Geer, Everett K.— Minnesota progressive and with bed rest will clear m 
Medicine. 19:769-774 (December) 1936. a satisfactory manner. 

Active Pulmonary tuberculosis without Still others will pursue an indolent course 
symptoms occurs frequently as (he silent for months or years and then within a corn- 
progressive parenchymal lesion found not paratively short time will develop fv 
uncommonly in young adults. The typical ating disease. 

itiustrated by the person who feels How should one manage persons noth 

an individual known to tone P l>s ‘ ' 1 lmwarra nted and in some disas- 

tiini, or who has been sifted out m a . ■ ■ dealing with people such as 

ton* survey or has been tested by ns phy with 

sician in ihe course of a routine extra • , . health service facilities or indivi- 

tiou. Ho does exhibit a positive reaction to ^^hc^ CMperolc by 

a skin tuberculin test and is foun < tine for necessary re-examination, in 

an infiltration in the chest roentgenogram ^6 «»rj ^ J ^ ^ ^ permlt 
usually in the first or second interspace. . “ l J mancc of usual activities if frequent 
Barely will those people have any abuorma ^ roentge nograms are taken, 
physical signs in the chest. If tUe person w itli the silent parenchyma 

This type of lung disease can caw .1 « not j n a position to be watched 

one to regrettable conclusions. Because 1* ^ , f lie ig the type of person who 

symptoms are absent there is a strong emp tQ hide his head in the sand and 

t'ation to assure the patient that lie ha. ^ s;uie advice , a period of sanator- 

“only a small spot on the lung, ’ that vra> ® bservatio n should he urged and in no 

shadows by themselves do not produce i - ain terms . This, beyond doubt is the 

ness, that he has no fever, has lost no weigh , tl d of handling such individuals so 

has no cough aud therefore cauuet have * left to chance. Aud here 

active tuberculosis requiring treatment 01 ial roentgen ograms are essenti. 

oi-en observation. Stories such as these are\ g > accura tely which way the wind is 
not unusual. The picture which presents ) to know 

itself months later is one which requires pro- blowing. ^ decre ases, a watcbfu - 

longed treatment with an uncertain result. s h 0 nld be pursued. If ™ 

The behavior of. these early symptomless mta P J j n the lesion is noted, 
lesions is unpredictable. Some will retro- bed should be considered, and 

gress without treatment. Others will be dis- collapse there P. 
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The Pottenger Sanatorium and Clinic 


Write /or particulars 

THE POTTENGER 
SANATORIUM 
AND CLINIC 

MONROVIA, CALIFORNIA 


For the diagnosis and treatment of diseases of the lungs and pleura; 
asthma and other allergic diseases, asthemcs and others who require 
rest and supervised medical care . . .An ideal all-year location. 
The grounds surrounding the Sanatorium are beautifully parked and 
add much to the contentment and happiness of patients 

Close medical supervision Rates reasonable 

F. M. Pottenger, _ _ Medical Director 

J. E. Pottenger, M.D. - Asst. Medical Director and Chief of Laboratory 

Leroy T. Petersen, M.D. Asst. Physician and Roentgenologist 

F. M. Pottenger, Jr., M.D. _ __ _ Asst. Physician 


ROCKY GLEN SANATORIUM 
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McCONNELSVILLE, OHIO 

For the Medical and Surgical 
Treatment of Tuberculosis 

DR LOUIS MARK, Medical Director 
677 N High St , Columbus. O. 


H A PHILLIPS 
Superintendent 


DR. D. G. RALSTON 
Resident Med Director 


Where the science of treatment la first 


DR A A TOMBAUGH 
Resident Physician 

Graduate Nurses 

Beautiful Surroundings 


Reasonable Rates 


BARFIELD SANATORIUM 

In the Delightful Sunshine of Tucson, Arizona 


EXCELLENT ACCOMMODATIONS 


Karl Barfield 
Managing Owner 


Samuel H. Watson, M.D. 
Medical Director 


~METHODIST~ SANATORIUM 

ALBUQUERQUE, NEW MEXICO 

trees — o'pen 1 ' 6 ^) ” 6 1?> S e ^ buUd ‘ n5S 511111 ««* cot - 

month — medical care extra. 13 al Physicians — Rates $50 00 to $75.00 per 

MRS. MINNIE G. GORREIX, Superintendent 


sanatorium 

Al ? institution designed for 


VON ORMY, TEXAS 

FRANK C. COOL President 

R- a McCORKLE, M.D., Med. Dir 
W. R. GASTON Manager' 


An institution designed Far th* ~ 

“ n at A r n ?rT^ s 

Hop^f , wh °£ 

' $17 5 °' S22 5 ° For booklet pleas™* 4 ^!^ ]£-£■£? 
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for those whose lesions progress, artificial 
pneumothorax without delay is imperative. 

ut for the symptom-free, nonprogressive 
case, pneumothorax is clearly not indicated 
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Danger Signals In Artificial Pneumothorax 
. era PY MacKay, TV. M. — American Re- 
view of Tuberculosis, 34 :S0S-S14 (Decem- 
ber) 1986. 

The practice of artificial pneumothorax 
m the treatment of pulmonary tuberculosis, 
while generally considered to be a compar- 
atively simple procedure, is not without 
danger to the patient in view of the fact 
that accidents sometimes occur during the 
administration of the treatment; and, while 
probably unavoidable, they are nevertheless 
frequently serious and sometimes fatal. Of 
these, the most serious is air embolism or a 
group of symptoms considered to be the re- 
sult of air embolism, although the diagnosis 
may not be confirmed and is hard to explain 
in cases occurring where air has not been 
introduced into the thorax. 

Another complication which sometimes 
develops while introducing the pneumotho- 
rax needle is spontaneous pneumothorax due 
to rupture of the lung. This can usually be 
rectified if given prompt attention, but, 
when occurring during the induction of 
pneumothorax, it may not be recognized as 
such at the time owing to the absence of a 
manometer reading with the needle in the 
pleural cavity and the feeling consequently 
that a free pleural space is not present. A 
reading may not be obtained if the needle 
is plugged or the rubber tubing does not fit 
snugly on the needle. 

One should not be sure of being in the 
pleural space unless a free oscillation of the 
manometer fluid on the negative side is 
obtained. Slight oscillation of the mano- 
meter around the atmospheric level may 
occur with the needle just outside the 
parietal pleura. Not infrequently one hears 
of a patient having received large amounts 


without a period of observation. 

When collapse treatment is advisable, it 
should be induced in a hospital or sana- 
torium and not in one’s office. 


of air over a period of time without there 
later being any evidence of pneumothorax. 
A T o doubt, in some of these cases the air was 
introduced into the lung or bronchial pas- 
sages owing to improper interpretation of 
the manometric readings. Again, one is re- 
minded of certain incidents in the course 
of attempts at artificial pneumothorax, 
such as sudden coughing, blood-spitting and 
tasting of the local anesthetic by the patient, 
all of which, though possibly not of great 
import, nevertheless signify that the needle 
has passed through the visceral pleura into 
the lung or air passages. 

Air entering the pulmonary arteries is 
blocked from entering the cerebral circula- 
tion by the lungs. Therefore, it would prob- 
ably be necessary for air to enter a pul- 
monary vein in order to cause an accident 
such as air embolism, as air entering a pul- 
monary vein would pass directly to the left 
auricle and thence might proceed straight 
to the cerebral circulation. It would thus 
appear that the main danger lies in air 
entering a pulmonary vein. To do this, it is 
not necessary for the needle to penetrate 
deeply into the lung in that the tributaries 
of the pulmonary vein arise in the walls of 
the pulmonary alveoli. This accident is more 
apt to occur where large adhesions are pre- 
sent, as one is more likely then to penetrate 
the lung or tear adhesions with the needle. 

Sudden severe pain occurring during the 
attempt to induce pneumothorax may in- 
dicate that a spontaneous pneumothorax has 
developed. The absence of a manometric i cod- 
ing is no criterion that a spontaneous pneu- 
mothorax has not developed. 

If free oscillations of the manometer fluid 
on the negative side are obtained, accidents 
will be rare. 
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W. D. ANDERSON, M.D .Medical Director 
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thorax given iti^ suitable cases. Medical Director 
lives in Sanatorium. 

Address W. C. Farmer, M.D.. Medical Director 
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MULROSE SANATORIUM 

“Pride of San Gabriel Valley" 

DUARTE, CALIFORNIA 
MORRIS ROSEMAN. Superintendent 


Mountain View Sanatorium 

" Equitable All Year Round Climate" 

Registered nurse in charge. 

Open to all reputable physicians. 
LENA CLAREMONT, R.N., Superintendent 
Kerrvjlle, Texas. 


San Angelo Sanatorium 

For the Care and Treatment of 
Tuberculous Patients. 

“Ideal All Year Climate ” 
Mrs. J. S. FORRESTER, Manager. 
San Angelo, Texas. 
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Nurses care and medical attention included 


THE 
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EL PASO, TEXAS 
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FOR THE CARE AND 
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FEDERATION OF AMERICAN SANATORIA 
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Gentlemen: 

... ™s sixteenth in a series of open letters addressed to physicians and 

omeials of welfare organizations. If you did not receive the previous issues, we 
will be pleased to furnish you with copies upon request. 

It is the purpose of the Committee on Economics of the Federation of Ameri- 
can Sanatoria to bring to the attention of physicians and to those officials who 
see large groups of patients, the facilities which the private sanatoria of this 
country have to offer to the tuberculous. 

The first sanatoria in this country were established through private initiative 
and by private funds. We have come a long way since then, but our experience has 
taught us that individual private care can best be obtained in a private sanatorium. 

The pioneers in the fight against tuberculosis have been the physicians in the 
private practice of chest diseases. They have kept in step with the modem trends 
of diagnosis and treatment. They are today, the members of the Federation of 
American Sanatoria and you will find them listed in odr recent Pneumothorax 
Directory. 

For your convenience, we have listed below the private sanatoria affiliated 
with the Federation of American Sanatoria. They are the finest private sanatoria 
in the United States and they are well equipped to cater to the welfare of your 
patients. Elsewhere, throughout this journal, you will find individual listings of 
these sanatoria. 
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on Economics of the Federation of American Sanatoria at the above address. 
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DIRECTORY OF PRIVATE SANATORIA AFFILIATED WITH THE FEDERATION 

OF AMERICAN SANATORIA 


ARIZONA 

Phoenix 

Helen Lee Snnatorium 
St. Luke's Home 

Tucson 

Anson Best Home 
Barfield Sanatorium 
Hillerest Sanatorium 
St. Luke’s Tn The Desert 
St. Mary's Sanatorium 

CALIFORNIA 

Banning 

Banning Sanatorium 
• Southern Sierras San. 

Belmont 

California Sanatorium 

Dnarte 

Mulroae Sanatorium 
Monrovia 

Maryknoll Sanatorium 
Norumbega Sanatorium 
Pottenger Sanatorium 

Redwood City 
Canyon Sanatorium 


COLORADO 
Colorado Springs 
Crngmor Sanatorium 
Glockner Sanatorium 
National Methodist San, 
St. Francis Sanatorium 

Denver 

Betheada Sanatorium 
Wheatridge 
Lutheran Sanatorium 
ILLINOIS 
Chlcairo 

Chicago Fresh Air 
Hospital 
Springfield 
Palmer Sanatorium 
St. Johns Sanitarium 
MICHIGAN 
Detroit 

Chcnlk Hospital 

NEW MEXICO 
Albuquerque 

Methodist Sanatorium 
St. Joseph Sanatorium 
Southwestern Pres by- 
terian Sanatorium 
Denting 

Holy Cross Sanatorium 


NEW MEXICO 
Santa Fe 

St. Vincent Sanatorium 
Sunmount Sanatorium 
Vahnora 

Valmora Sanatorium 

NEW YORK 
Loomis 

Loomis Sanatorium 
Saranac Labe 
St. Mary’s of the Lake 
Lynch Nursing Cottage 
NORTH CAROLINA 
Asheville 

Amber Heights San. 
Elmhurst Sanatorium 
Farview Cottage San. 
Hillcroft Sanatorium 
St. Joseph Sanatorium 
Sunset Heights San. 
Violet Hill Sanatorium 
Zephvr Hill Sanatorium 
Southern Pines 
Fine Crest Manor 

OHIO 

McConnelsvflle 
Hocky Glen Sanatorium 


OREGON 

Milwankle 

Portland Open Air San. 
PENNSYLVANIA 
Allenwood 
Deritt'a Camp. Inc. 

TEXAS 
El Paso 

Hendrick-Law* San. 
Homan Sanatorium 
Long Sanatorium 
Price Sanatorium 
St. Joseph’s Sanatorium 

Kerrville 

Mountain View San. 
Sunnystdc Sanatorium 

San Angelo 

San Angelo Sanatorium 
Ward’s Court 

San Anionic 
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Von Onuy 

Von Ormy Cottage San. 
WASHINGTON 
Seattle 

Laurel Beach Sanatorium 


OS 

4 


When writing please mention DISEASES OF THE CHEST 



00 , . III. April, 1937 


DISEASES 


OF THE 


Official Organ of the Federation of American Sanatoria . . . ^ 

Editorial offices 1018 Mills BuHding, El Paso, Texas | LJ U W 

Business Address Myrtle at Virginia, El Paso, Texas V* I I w 

(A MONTHLY PUBLICATION) 

" The most important factor in diagnosis in 
the majority of cases of pulmonary tubercu- 
losis is keeping the disease in mind . 

Lawrason Brown, M. D. 


Subscription: United States and 
Canada $2.00 per year. Other 
countries $2.50 per year. 
Entered as second-class matter 
August 18, 1936, at the post office 
at El Paso, Texas, under the Act 
of August 24, 1912. 



Editorial Comment 

Isolation A Greek physician at the time 
of Aristotle asked: “Why are 
those taken by phthisis, who are brought 
in contact with the sufferer, and not 
taken by such diseases as dropsy, fever 
and appopiexy, however close the contact 
with sufferers from this disease may be?” 

Phthisis, continues this physician, is 
obviously infectious because it spoils the 
air and makes it dangerous, and thus 
others become infected. That such views 
as' these were generally prevalant at that 
time may he gathered from a speech by 
Isocrates, who based the claim of his 
client to inherit his father’s estate on 
the fact that he had nursed him whilst 
suffering from phthisis, although his 
friends had dissuaded him, saying that 
most of those who nurse this disease 
themselves succumb to it. Galen clearly 
held that phthisis was an infectious pro- 
cess, and that it was dangerous to live 
with those who suffered from it. 

So we see that the infectious nature of 
tuberculosis has been known for more 
than 2000 years, yet today, only seven 
of our 48 states have adequate laws tend- 
ing toward the control of the disease. In 
some of our largest states, from four to 
six thousand people die annually of tuber- 
culosis. If this number of deaths were 
due, for instance, to small pox each year, 
we would be horrified. The general public 
would demand protection. This problem 
of tuberculosis control is one that can 


be handled only when the proper legal 
machinery is set up — to the end that 
each tuberculous individual whose spu- 
tum contains tubercle bacilli, be isolated. 

o. M. H. 

Pulmonary Abscess PULMONARY abscess 
in Children is more frequent in 

the child than the 
sporadic reports seem to indicate. Ana- 
tomic statistical data point to an apalling 
frequency. 

The most frequent cause of pulmonary 
abscess in the child is pneumonia. The 
possibility for an abscess, gangrenous or 
otherwise, is always given in lobar pneu- 
monia as well as in bronchial pneumonia, 
but a complexity of conditions seems to 
be necessary to bring it about. 

In childhood, necrotic inflammations of 
the buccal cavity and upper air passages, 
as well as operative interventions on 
these parts, seems to play a special role. 
We find cases described after severe 
stomatitis, after rhinitis with profuse se- 
cretion, and especially after tonsillec- 
tomies. 

Multiple hematogenic abscesses have 
been described following osteomyelitis, 
various skin suppurations, typhoid fever, 
etc. Pulmonary abscess is not uncommon 
following acute diseases of childhood, 
especially measles, whooping cough and 
scarlet fever. The inhalation of foreign 
bodies is also a frequent cause of pul- 
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monary abscess. 

The diagnosis of pulmonary abscess in 
children is more difficult than. in the 
adult, since typical symptoms, especially 
the characteristic sputum, are absent. An 
offensive breath may be an important 
clue. Physical findings are often negative, 
especially when the abscess is central. In 
most instances the x-ray must be resorted 
to to confirm the diagnosis. 

c. M. H. 

Sources of Thu tubercle bacilli has 
Infection often been said to be a strict 
parasite, not found outside of 
animal body, except in places contam- 
inated by the morbid products of man 
and animals. 

Man is the chief source of danger to 
man, and the sputum of the tuberculous 
individual plays the most important part 
in the dissemination of the bacilli. It has 
been estimated from a series of counts 
that a fairly well advanced tuberculosis 
patient expectorates from one and one- 
half to four and one-half billion bacilli 
in 2i hours. It is therefore evident that 
a single tuberculous patient who is care- 
less in his habits may be the means of 
endangering many people. Rooms which 
have been occupied by tuberculous in- 
dividuals may retain virulent bacilli for 
at least six weeks. 

It must be remembered that the tuber- 
cle bacilli must have moisture in order 
to survive. It bas been shown that a tu- 
berculous individual in the act of sneez- 
ing will spray many small droplets of 
sputum containing innumerable bacilli, 
and that these droplets will remain sus- 
pended in the air in the moist state from 
one to two hours. 

Another method of dissemination is 
through the habit of expectorating into 
handkerchiefs, which soil the pocket into 
which they are placed. Hands soiled with 
sputum also help the spread of infection. 

Another source of infection is from the 
bovine type. However, since tbe Pasteuri- 
zation of milk lias become widespread, the 
danger from this source has been greatly 
minimized. 


Since the main source of infection is® 
from the open case of pulmonary tuber- 
culosis, our only hope of control is 
through the control of this open case. 

0. M. H. 

An. . Recently, there have come to 
Invitation our attention various criti- 
cisms of the subject matter, 
beliefs and theories as expressed in the 
articles published in this journal. We 
wish to state here that the sentiments 
expressed in the papers published in 
• Diseases of the Chest in no way reflect 
the personal sentiments of tbe editorial 
staff or the editorial policy of the jour- 
nal. 

Diseases of the Chest has and will 
maintain the policy of printing an y and 
all sides of any question pertaining to 
chest diseases and related subjects. We 
wish to extend here, in these columns, an 
invitation to any one who disagrees with 
the subject matter printed in Diseases 
of the Chest to send in a paper present- 
ing tbe opposite side of the question. We 
shall he happy to publish it. L. b. ic. 

Childhood The steadily accumulat- 
Tuberculosis ing evidence that the adult 
type of tuberculosis can 
and does develop endogenously from the 
childhood type lends emphasis to the 
pediatric phase of the problem. The fre- 
quency of tuberculous infection in child- 
ren, as shown by the percentage of posi- 
tive reactors to tuberculin tests in various 
surveys in this country, has averaged 
roughly 15 per cent of all children up 
to fifteen years of age. 

The lessons which may well be applied 
to routine practice may be stated as fol- 
lows : First, a wider use of the tuberculin 
test in diagnosis is advisable. Certainly 
every child giving a history of a home 
contact with tuberculosis should be tested. 
Any child with an unexplained fever or 
with a subnormal weight gain deserves a 
tuberculin test. Indeed, a Mantoux test 
may well be made a routine procedure in 
hospital and private practice. Second, 
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every positive reactor s home, and sur- 
roundings should be investigated for the 
source of infection. The positive reactor 
should also have an x-ray of the chest, 
and the interpretation of this plate should 
be made by a physician adequately trained 
in the x-ray diagnosis of tuberculosis. 
And third, every case in whom a primary 
tuberculosis complex has been diagnosed, 
merits an adequate medical follow-up 
with proper hygienic and dietary super- 
vision; and examinations at intervals 
frequent enough to assure the detention 
of any developing adult type of dissemin- 
ating lesion early enough to establish ef- 
fective special therapy. Fourth, the fol- 
low-up of any contact in the family whose 
sputum is positive with the view of isolat- 
ing the open responsible case. c. M. H. 


Tuberculosis A PEW years ago it was 
in the Negro said that when the negro 
develops tuberculosis, the 
victim rarely remained alive. The mor- 
tality is still much greater than among 
the whites. The medical profession of 
the South is almost unanimous in the 
opinion that in the Negro’s condition of 
slavery, tuberculosis was not so common 
among them as now. 

While tuberculosis exists as such a 
scourge among Negroes, it is plain that 
the white population is benefitted when 
the disease is checked in the Negro, for 
these people serve in the households of 
the whites. 

Statistics in cities in both the North 
and the South cannot but carry their 
lessons. Since the tendency of the Negro 
is toward the congested district, the sta- 
tistics concerning Mm are fuller and 
more reliable than for any of the other 
dark-skinned races except the Indian, 
who, like a Government Note, must he 
accounted for by the Government, but 
who, for manifest reasons is not so avail- 
able for comparison as the Negro. 

That tuberculosis among the negroes 
is receiving more and more attention an- 
nually can be shown by the increased 
number of beds for Negro tuberculosis 


being established; the training of Negro 
physicians for tuberculosis work, and the 
establishment of health weeks for the 
Negro. 

That there is much yet to be accom- 
plished ; one needs but to study the large 
death rate per hundred thousand .still 
existiug in the case of the negro. It still 
remains approximately three times that 
of the white race. c. M. h. 

The Third 2'iie THIRD annual meet- 

Annual Meeting ing of the Federation of 
American Sanatoria will 
be held in Atlantic City during the meet- 
ing of the American Medical Association. 
The Ritz-Carlton Hotel will be the head- 
quarters for the Federation. Dr. Frank 
W. Burge of Philadelphia is chairman of 
the committee on Arrangements. A more 
complete description of the plans and 
arrangements will appear in the May 
issue. We would suggest, however, that 
you make your reservations at the Ritz- 
Carlton at Atlantic City as early as pos- 
sible. Many have already made their 
reservations. c. M. H. 

Medical The season most suited to the 
Meeting holding of medical conventions 
Season will soon be at hand. These 
meetings will consist of district, 
state, sectional and national gatherings, 
and the programs at each and all of them 
will be quite worth while. So widespread 
in their distribution are these meetings 
that it is not probable that there are many 
physicians in the United States who are 
not located conveniently to one or more 
of them. 

The conscientious physician will take 
advantage of every opportunity to better 
fit himself for the duties of his profes- 
sion, and to us it seems that there are 
few better ways to do this than the at- 
tendance upon medical meetings and giv- 
ing careful attention to the programs 
which are usually so well presented. 

Every man in the practice of medicine 
should keep these meetings in mind and 
attend one or more of them the coming 
spring and summer. b. b. h v sk. 
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Rest Therapy in Pulmonary 
Tuberculosis 


Galen., who was born 130 B 

years after Christ, employed 
rest therapy for the treatment J ' w " HUSTON - MD - 
of his tuberculous patients, Ashevuie, n. c. 
and it remains the time-proved method 


of treatment upon which we still depend. 

With the addition of pneumothorax and 
other surgical aids to make rest of the 
diseased area more effective, an era of 
increased interest in the treatment of pul- 
monary tuberculosis began. When tlie 
surgeon became actively allied with the 
internist in the care of these patients, a 
more aggressive treatment was instituted. 
Over enthusiasm resulted, however, in 
many operations that proved to he ill 
advised; not only were they not helpful, 
but some were distinctly harmful. A few 
years ago a large municipal hospital re- 
ported that phrenicectomies were being 
done on practically all patients entering, 
the hospital. 

At .present there are those advocating 
pneumothorax for minimal cases with a 
view to permitting the patient to con- 
tinue at work. There are to be found in 
our medical journals reports of the treat- 
ment of bilateral cavity tuberculosis by 
. means of bilateral pneumothorax in am- 
bulatory patients. Other writers vigor- 
ously condemn the use of surgical ti*eat- 
ment until serial films show that pro- 
gress cannot he expected by strict bed- 
rest. 

With a disregard of the importance 
of segregation as a means of checking 
the spread of the disease, much has been 
written to encourage the family physician 
to carry on “home treatment”, which 
usually must he done without the facili- 
ties considered necessary for good work 
by the internist who specializes in the 
care and treatment of the tuberculous. 

These divergent opinions serve to con- 
fuse both the patient and his physician, 
and make advisable a review of our var- 
ious therapeutic procedures, about the 


indications and the limitations 
of which we are gradually 
learning more. 

The axiom that “the repair 
of the diseased tissue is best furthered 
by complete rest of the diseased part”, 
is just as true today as it was when sur- 
geons first called our attention to its 
application in the treatment of pulmon- 
ary tuberculosis by their success in the' 
treatment of hone and joint manifesta- 
tions of the disease. 

The question that now confronts ns is: 
Have we arrived at a period in the treat- 
ment of pulmonary tuberculosis where 
by means of surgical procedures we can 
safely immobilize the affected lung, and 
obtain a satisfactory cure, while the pa- 
tient remains mobile and carries on his 
usual activities? 

Before conclusions are drawn we 
should review the results obtained by 
strict bed-rest, both with and without 
the surgical adjuncts which I regard as 
additions to rest therapy. 

The physiological reasons for bed-rest 
and the serious effects that result in the 
patient who disregards the need for rest 
should also be considered. 

If, by resorting directly to surgery, (he 
results are as good as those obtained 
through rest and its surgical adjuncts, 
then by all means we should resort to 
surgery and relieve this vast army of suf- 
ferers of much expense and loss of time. 
But, if surgery and ambulatory or par- 
tially ambulatory treatment fails to meet 
the requirements for the majority of pa- 
tients, then great care should be exercised 
in the type of treatment selected for the 
individual case. 

The tuberculous patient is ill only in 
proportion to the amount of tuberculo- 
toxins that finds its way into the blood 
stream. If a tuberculous patient is given 
tuberculin subcutaneous!}’, in sufficient 
amounts, both systemic and focal symp- 
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toms will result. Headache, fever, general 
aching over the body, nausea and vomit- 
ing are coinpiained of, and an examina-. 
lion of the chest will show congestion, 


rales, and other signs of increased activity 
in the affected area. 

The tuberculous patient can duplicate 
these signs and symptoms any time that 
he indulges in' a sufficient amount of 
exercise. Just as there are different de- 
grees of reaction to various-sized doses 
of tuberculin; so there are moderate or 
severe symptoms that follow different 
a mounts of physical exercise. 

Some years ago only the toxic fever 
case was considered a subject for bed rest. 
Following the loss of fever the patient 
was allowed up and more or less mobile. 
Xow, however, we have learned that pro- 
gress continues most rapidly if rest is 
uninterrupted ; that mobility of the pa- 
tient interferes with repair work and all 
too frequently leads to advancement of 
the disease. 

We have learned that all clinical cases, 
however mild, should be placed at strict 
bed-rest because the same mechanism is 
required for the healing of the minimal 
as is required for the more advanced case. 
Occasionally we see recoveries with a less 
strict regime, and we know that some 
patients recover without any treatment 
just as some do in other infections, but 
no patient can afford to experiment for 
the purpose of learning whether or not 
he be in that class. 

Pottenger, in a paper on The Physiolo- 
gical Basis of Rest as a Therapeutic 
Measure in Pulmonary Tuberculosis 1 
says : 

“Twenty per cent more effort is re- 
quired to sit quietly in a chair than to 
lie in bed; one hundred per cent more 
is required to walk about and three to 
four hundred per cent more for strenuous 
exercise. 

“Two hundred fifty to three hundred 
c.c. of air is required per minute while at 
rest, and for moderate exercise six hund- 


red to sixteen hundred c.c. 

“The healthy pulse rate, while resting, 

J o; 


is from seventy to eighty; under mode- 
rate exercise from one hundred to one 
hundred twenty, and for strenuous exer- 
cise a rate of one hundred fifty to two 
hundred is necessary. 

“The heart output is four or five liters 
per minute while the body’ is at rest and 
twenty liters when at work. The blood 
pressure must x*ise fifty to sixty mm to 
maintain sufficient oxygen for exercise. 

“Under normal conditions the increased 
output of the heart is accomplished by 
greater ventricular activity with a rel- 
ative increase in rate while in the tuber- 
culous patient response is mainly by in- 
creased heart rate and is deficient in ven- 
tricular response.” 

Even when the patient lies quietly in 
bed the respiratory rate is more than 
1000 per hour, and when he stands on 
his feet the respiratory and circulatory- 
load is markedly increased ; there is more 
movement of the diseased area; lymph 
flow is stimulated, and a greater volume 
of pulmonary blood carries into the gen- 
eral circulation increasing amounts of 
tuberculotoxins. On the other hand, slow- 
ing of the pulmonary circulation and in- 
creasing stasis of the lymph lessen the 
amount of toxins carried in the blood 
stream and favor healing. 

Serial films show that absorption of 
exudates and debris takes place when the 
affected area is sufficiently immobile. 
Absorption is hindered, or prevented, if 
(he patient is tuberculinized by the fre- 
quent flooding of the circulation by' tox- 
ins. Cough and sputum are reduced as 
immobilization becomes effective, but 
aggravated by increase of respiratory’ and 
circulatory effort. 

Strict bed-rest gives splendid results 
for the early involvement, and no other 
form of treatment should be considered 
for the exudative type unless the allergic 
response has been so severe that necrosis 
of tissue and cavitation has taken place. 

With bed-rest alone many moderately 
advanced cases do well and small cavities 
may r disappear, but, if the cavity is more 
than two centimeters in diameter, or has 
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thickened walls, bed-rest will prove in- 
sufficient. 

If the lung is not adherent to the chest 
wall a collapse by pneumothorax closes 
cavities, immobilizes the diseased area, 
and favors healing by fibrosis. 

Earelv do we find a case that is free 
from adhesions, but, by maintaining an 
even pressure through frequent refills of 
250 to 350 c.c. of air, we may gradually 
produce an effective collapse. 

Pleural effusion is not so frequent a 
complication where small refills are re- 
peated at intervals that keep the pres- 
sure as uniform as possible. If an effu- 
sion occurs, the fluid should be removed 
and replaced hr ah'. Often we again get 
a dry pleural cavity, but, if the fluid 
is allowed to remain, we frequently lose 
the pneumothorax. 

Adhesions that prevent collapse may 
be severed by pneumolysis, if they he ac- 
cessible, or we may consider reducing the 
tension of an adhesion by phrenieectomy. 

Certain thick-walled cavities in the 
first interspace area are recognized by 
the experienced observer as being un- 
suitable for closure by pneumothorax. He 
recognizes the fact that such areas tight- 
ly adhere to the pleural dome, and, al- 
though the remainder of the lung may be 
nicely collapsed by gas, the cavity will 
remain open. He may choose to do a 
partial thorocoplasty with or without the 
collapse of the remainder of the lung by 
penumothorax, depending on the amount 
of pathology present. With an extensive 
involvement through a greater portion of 
the lung the complete thorocoplasty would 
he indicated. 

In 191G, Webb 2 first pointed out the 
advantages of postural rest, and the use 
of shot-bags. For a cavity in the upper 
part of the chest a shot-bag of about 
three pounds may be placed over the af- 
fected area so that movement of that 
part will be reduced to the minimum. Air 
in that portion of the lung is reduced, 
atelectasis of some degree takes place, 
and a collapse of the cavity tends to fol- 
low. For involvements lower in the lung 


the patient is placed on a firm pillow on ^ 
the affected side, a similar effect oc- 
curring when the weight of the body 
restvicts movement of the affected area. 
Placing the patient on the affected side 
has been of value to me in some cases and 
the use of the shot-bag in the upper lobe 
has closed cavities for me, but the treat- 
ment must he continued over a long period 
of time if the cavity is to remain closed. 

The use of either posture or shot-bags is 
justified when a pneumothorax is impos- 
sible and the patient’s general condition 
forbids the use of thorocoplasty as too 
hazardous, hut pneumothorax and thora- 
coplasty are the operations upon which 
we must place our reliance for effective 
results. 

Phrenieectomy, formerly tried for nu- 
merous types of lesions, has been disap- 
pointing. Corrylos 3 reports that in se- 
lected basal lesions phrenieectomy is suc- 
cessful in but 1G per cent of the cases. ‘ 
and that he is convinced that the reported 
successes of enthusiastic supporters of 
the operation are due to their use of it in 
benign, acute, exudative tuberculosis, and 
that the patients recovered, not because 
of. but in spite of phrenicectomies. 

Good serial stereoscopic films are of 
the utmost importance, not only for diag- 
nosis, hut for following the progress of 
the case, and to determine the need for 
surgical intervention. 

In a large percentage of cases suitable 
for pneumothorax, an active lesion is 
found in the opposite lung. In such a 
case we have no choice hut to maintain 
strict bed-rest and at the same time carry 
on the pneumothorax. 

Only infrequently do we get a perfect 
collapse by pneumothorax, but, if the 
cavity is closed, and the sputum remains 
continuously negative, it is effective. A 
positive sputum means an unsatisfactory 
pneumothorax. 

The location of the cavity and the size 
of the bronchus into which it drains de- 
termines the effectiveness with which we 
may collapse the cavity. 

(Continued to page 2G) 
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^The Treatment of Bronchial Asthma By 
Intratracheal Injections of Iodized Oil * 


Jx 1 032, 1 t he author re- 
ported sixty cases of bron- 
chial asthma treated by 
intratracheal injections of 
iodized oil in which the results were verv 
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satisfactory. Since that report was pub- 
lished two hundred additional cases have 
been completed or a total of 200. The 
group is now sufficiently large and has 
been under observation long enough to 
determine the value of this method of 
treatment. 

The patients were nearly all of the 
chronic type who had tried the usual 
methods with little or no relief. With the 
exception of very young children, they 
were nnselected as to age, duration of 
condition, or etiological factors. With few 
exceptions, the history of every patient 
showed the inherited asthmatic back- 
ground. The oil was the only medication 
'except adrenalin for the immediate relief 
of an attack. 

A study of roentgenograms of the 
chests of patients with bronchial asthma 
taken after injections of iodized oil 
showed a partial or complete obstruction 
in the medium and smaller bronchi in a 
large majority of them. Singer, 2 in 1926, 
pointed out imperfect fillings of the tubes 
during an attack and Steinberg 3 made the 
same observation in 1932. In the eases 
under discussion obstructions were ob- 
served also during the interval between 
attacks. They were not influenced by in- 
jections of adrenalin, but in nearly all 
cases disappeared after repeated injec- 
tions. The conclusion that the obstruc- 
tions in the lumen of the bronchial tubes 
were due to pathologic secretion seems 
justifiable. ►Steinberg 3 reached the same 
conclusion after correlating roentgeno- 

“Read at the Post Graduate Polyclinic Hospital, New 
York City, February 8, 1936. Reprinted from the “New 
Vork State Journal of Medicine," August 15, 1936. 

5 5 Chief of Bronchogenic and Asthmatic Department 
Western Pennsylvania Hospital. 


logic observations with the 
autopsy findings in patients 
who died from allergic 
asthma. Pneumoconiosis, 
healed tuberculosis, atelectasis, and cer- 
tain types of bronchitis also cause ob- 
struction of the bronchial tubes, but are 
easily differentiated from pathologic se- 
cretion. 

When the patency of the tubes was 
established there was prompt relief in 
many cases which indicates a relation be- 
tween the occluded bronchi and the asth- 
matliic paroxysm. Steinberg 3 is of the 
opinion that “an asthmatic paroxysm is 
essentially due to bronchial occlusion by 
mucus as a result of a hypersecretory ac- 
tivity of the bronchial mucous glands and 
the degree of the attacks is proportionate 
to the extent of mucous secretions and 
bronchial plugging.” The plugging of the 
bronchial tubes interferes with free drain- 
age and normal ventilation of the lungs. 
Toxic products, probably bacterial, are 
retained which act as an irritant and may 
contribute to the production of the asth- 
matic paroxysm. 

The major objective of this treatment, 
therefore, is to remove the pathologic 
secretion by frequent injections of iodized 
oil until the patency of the tubes is re- 
stored. 

Preliminary to the treatment, a thor- 
ough physical examination, a roentgeno- 
gram of the chest, and in some cases a 
bronchoscopic examination should he 
made of each patient to eliminate those 
conditions which give rise to asthmatic 
symptoms but are not true bronchial 
asthma such as growths within or with- 
out the bronchi, enlarged tracheobron- 
chial glands, enlarged substernal thyroids, 
and foreign bodies. 1 

This treatment is contraindicated in 
cases complicated by acute tuberculosis, 
cardiorenal conditions, hyperthyroidism, 
aneurism, angina pectoris, and/in debili- 
tated persons. I 
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Practically no preparation of tlie ' pa- 
tient is required preliminary to the treat- 
ment. In very nervous patients, a sedative 
may be necessary preceding the first in- 
jection. One-eighth to one-quarter grain 
of morphine sulphate given hypodermic- 
ally one-half hour before the injection 
will prove satisfactory. Subsequent use 
of a sedative is rarely necessary. 

Lipiodol, iodized oil, is admirably suited 
for the injections. It is a solution of 
forty percent, by weight, of iodine in 
poppy-seed oil. The iodine is fixed in 
the fatty molecule. This makes it rela- 
tively non-toxic and non-irritating, and 
may be retained in the lungs over long 
periods of time causing little, if any, in- 
flammatory reaction. The fatty molecule 
is fragmented before the iodine is liber- 



Pig. 1. Normal lung showing oil in the 
bronchial tube seven minutes after injec- 
tion. 



Pig. 2. Magnified view of roentgeno- 
gram showing complete obstruction of 
bronchi. Between interval of attacks, thirty 
minutes after injection of ten m. of adren- 
alin. 


ated. This takes place in the presence oft 
air and heat, and the fat-splitting fer- 
ments in. the tissues. 4 Its absorptiontakes 
place from the bronchial mucosa and 
alveoli of the lungs and may be found in 
the urine six hours after it is injected 
into the tracheobronchial tree. After the 
iodine is absorbed or liberated, it stim- 
ulates the bronchial secretory glands 
causing them to excrete large amounts of 
normal secretion which increases the 
fluid contents of the tubes. It dissolves 
the mucin in the secretion, renders it less 
viscid and more fluid, thus making pos- 
sible its- elimination by the bronchial 
drainage mechanism. It stimulates the 
bronchial mucosa, decreases congestion, 
absorbs exudates, and restores the normal 
circulation. The rapid decrease of the 
bacterial flora from the sputum indicates 
its bactericidal action. 

It also is of value in forming a pro- 
tective film over the surface of the mu- 
cosa, which prevents irritation by dust 
drying and the entrance of bacteria. Its 
high iodine content gives it a specific 
gravity much greater than the bronchial 
secretion. Immediately after injection, it 
gravitates to the most dependent portion 
of the tubes, dislodges and displaces the 
secretion upward into the large tubes, 
where it is eliminated by tlie cough reflex. 

In order to successfully inject the oil 
into the bronchial tree, the swallowing 
and cough reflex at the bifurcation of the 
trachea must be completely abolished, 
otherwise tlie patient will swallow or 
cough up the oil. This is accomplished 
by spraying the pharynx and anterior and 
posterior pillars with a solution of two 
percent of nupercaine and injecting into 
the larynx two to three c.c. of a five 
percent solution. In most patients this 
produces complete anesthesia in five min- 
utes. This solution has proved very sat- 
isfactory. It produces anesthesia quickly , 
and no toxic symptoms have been ob- 
served in more than five thousand injec 
tions. The oil should always he warniet 
to 110° before being used because if im 
jected when cold, it may excite a cough 
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reflex. The heat decreases its viscosity 
and enables it to flow more rapidly into 
the finer bronchioles. As a rule, it should 
he injected during the interval between 
attacks, but if given during an attack, an 
injection of adrenalin should first he given 
to relieve the spasm of the bronchial 
muscle and to reduce the edema of the 
mucosa. This enlarges the lumen of the 
tubes permitting the oil to flow into the 
finer bronchioles. 

There are a number of methods of in- 
jecting the oil into the tracheobronchial 
tree and each has its merits. The trans- 
glottic method has been found most sat- 
isfactory because it enables the operator 
to place the oil in any part of the lung. 
It does not traumatize the tissues. It 
requires no expensive instruments or 
trained assistants. A twenty c.c. metal 
syringe having a cannula six to eight 
inches long is the only instrument re- 
quired. 

If both lower lobes are to be injected, 
the patient is seated before the operator 
and instructed to grasp his tongue with, a 
piece of gauze, and draw it forward as far 
as possible. This raises the larynx, and 
closes the upper end of the esophagus. 
The syringe containing the oil is held in 
the right hand of the operator. His left 
index finger is passed down to the epig- 
lottis and the epiglottis brought forward. 
The tip of the cannula is guided along the 
finger to the glottis. The finger is with- 
drawn, and the oil is slowly injected while 
the patient breathes normally. When 
either of the lower lobes is to be injected 
the patient inclines his body to the right 
or left; when it is the upper lobe, the 
patient should lie upon a table and turn 
upon the side to be injected with his arm 
hanging over the edge, his head flexed 
forward and supported by an assistant. 
The oil is injected and the head of the 
table is dropped twenty degrees. He 
should remain in this position for at least 
fi\e minutes. This allows the oil to gravi- 
tate into the upper lobes. 

The first injection into any portion of 
the bronchial tree, should be given to 


determine the presence of obstruction in 
the tubes. The lower lobes should be 
selected first since they are the reservoirs 
into which the upper respiratory tract 
drains and it is in these lobes that stasis 
most frequently occui’S. 

A fluoroscopic or Roentgen ray exam- 
ination of the lobe injected should be 
made immediately following the injection. 
If there is nothing to interfere with the 
flow of oil, it will reach the air vesicles 
in from seven to fifteen minutes and only 
a film of it will remain in the tubes so 
thin it is difficult to visualize. If it does 
not reach the vesicles within this time, 
complete or partial obstruction should be 
suspected. The obstruction may be due 
to a broncho-spasm, edema of the mucosa, 
or to secretion (Fig. 1). 

In order to determine to which of these 
it is due, ten minums of adrenalin should 
be injected and in thirty minutes a fluor- 
oscopic examination made. If a broncho- 
spasm has retarded its flow, the adrenalin 
will have relaxed the spasm, or reduced 
the edema, and the oil will have flowed 
into the vesicles. If there is no change 
in its position, an occlusion is present, 
probably due to secretion. No obstruc- 
tions can be seen in some cases because of 
superimposed shadows cast by parallel 
branches. If the oil does not reach the 
periphery of the lung or if there are areas 
which do not fill, it is evident that the 
finer bronchioles, which are not visible, 
are obstructed (Fig. 2, 3). 

A study of the walls should be made to 
determine the presence of bronchiectasis. 
The dilatation which occurs in bronchial 
asthma is usually not extensive. The nor- 
mal tapering of the tubes is lost. They 
become straight, spindle-shaped, or cylin- 
drical. Occasionally some varicosity can 
be observed. Large dilatations with bron- 
chiectatic areas in which there was morn- 
ing sputum and other evidence of stasis 
was found in less than three per cent of 
the cases. Emphysema which is present 
in nearly all cases of chronic asthma has 
the appearance of bronchiectatic areas 
when injected with iodized oil. 
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After the expiration of one week, the 
opposite lower lobe should be injected 
and the same procedure followed. The 
interval between the injections affords 
ample time to note any reaction which 
may take place. 

If there is complete or partial stenosis 
of the tubes, enough oil should be in- 
jected into the obstructed areas to main- 
tain contact with the secretion. Ten to 
twenty c.c. is usually sufficient for one 
lobe. If both lower lobes are to be in- 
jected at the same time, which may be 
done after the initial injection, from 
twenty to thirty c.c. may be required. 
The amount to he injected at subsequent 
injections depends upon the rapidity with 
which the secretions are liquefied and dis- 
lodged, and the number of tubes ob- 
structed. If the secretions are soft the 
oil will liquefy and displace them quickly, 
but if they are hard or partially calcified 
and adhere tenaciously to the bronchial 
mucosa, or many tubes are involved, a 
much longer time will be required to re- 
store their patency. 

The rate at which the oil disappears 
from the lung must be considered. If it 
does not pass into the vesicles soon after 
injection much of it will be expelled by the 
cough reflex within twenty-four hours. 
When this occurs, the injections may be 
given more frequently with safety. When 
it reaches the vesicles it is not affected 
by the cough reflex but remains until ab- 
sorbed. The rate of absorbtion depends 
upon the activity of the fat-splitting fer- 
ments in the alveoli. 4 This activity varies 
with the individual and at times in the 
same individual. Only sufficient o i 1 
should be injected to replace that which 
has disappeared. If more is injected the 
lung may become overloaded. At no time 
should the amount of oil in the lungs 
be sufficient to reduce the vital capacity 
more than fifty per cent. Should this be 
exceeded, the attacks of asthma may in- 
crease in frequency and severity and ex- 
treme cynosis may follow. A fluoroscopic 
examination should he made frequently 


during the course of treatment to deter- 
mine the amount. 

A hen the oil reaches the, vesicles indi- 
cating that the tubes are free of secretion, 
the amount should gradually he reduced 
and the time between injections length- 
ened as the attacks of asthma become less 
frequent and less severe. If there is no im- 
provement after several injections into 
the lower lobes and there is reasonable 
assurance that the oil lias reached the 
.vesicles, then the same procedure should 
be carried out with the middle and upper 
lobes except that only one lobe should be 
treated at a time. Treatment should not 
bt discontinued for lack of relief until 
every portion of the bronchial tree has 
been washed out with the oil and the 
tubes are unobstructed unless some con- 
traindication should arise (Fig. I). 

The response to the treatment varies. 
Some patients obtain relief from attacks 
at once; in others there is gradual im- 
provement; some do not show any im- 
provement for many months and then 
relief may come suddenly or gradually. 
Generally speaking, young persons re- 
spond more quickly than those move 
advanced in years. Patients in whom asth- 
ma followed some infection of the respir- 
atory tract such as bronchitis, measles, 
whooping-cough, influenza, or pneumonia, 
usually respond more slowly than those 
in whom the attacks are precipitated by 
foods, odors, dust, pollens, danders, etc. 

The following abbreviated case his- 
tories are illustrative: 

Case 1. J. H., male, age fifteen, had 
frequent attacks of asthma and hay fever 
since three years old. Skin tests were 
positive to seventeen pollens. Ten injec- 
tions of iodized oil were given into the 
right and left lower lobes during one year. 
The attacks of asthma and hay fever 
ceased after the third injection and he 
1ms had no recurrence in three years. 

Case 2. C. S., male, age twenty-six, 
totally incapacitated by bronchial asthma 
for eleven years. Asthma followed in- 
fluenza. He 'received thirty injections of 
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the oil into the middle and lower right 
lobes during fourteen months. There was 
no improvement in six months, then the 
attacks abruptly ceased. He did not have 
asthma for seven years. Recently he had 
a tonsillectomy which was followed by an 
attack of asthma. He is being treated 
again and is responding satisfactorily. 

Case 3. T. S., male, age six, had pneu- 
monia when three years old followed by 
asthma which became progressively worse. 
The oil was injected every three weeks m 
the right middle lobe for one year. He 
gradually improved for six months when 
attacks of asthma ceased. He has not had 
a recurrence in five years. 

Case 4. Miss B. A., age twenty, semi- 
invalid because of bronchial asthma for 
thirteen years which followed bronchitis. 
>Ske received thirty injections of the oil in 
eighteen months. The asthma improved 
titty percent the first six months and the 
improvement stopped. The oil had all been 
injected into the lower lobes. During the 
next six months the right and left upper 
lobes were injected. In six months the 
attacks ceased. She was free from attacks 
lor eight years. 

Case 5. Miss E. Gr., age sixty-three, ill 
two-thirds of the time with bronchial asth- 
ma lor forty-eight years. For two and 
oue-lialf years she was given injections of 
the oil into the lower lobes. Gradual im- 
provement followed. In the first year and 
a hail' she improved ninety percent. The 
last year of treatment she had two slight 
attacks, but lias been free from them for 
more than a year. 

In ninety per cent of the cases there 
was a rapid subsidence of the bronchitis 
so often a part of the asthmatic condition. 
In many cases it ceased after only a few 
treatments. 

Another result was the decrease of clin- 
ical sensitiveness to excitants and stimuli 
which had previously precipitated attacks. 
This occurred regardless of the nature of 
the excitant, protein or nonprotein, en- 
docrine, peripheral, or the various in- 
jections of the respiratory tract. Many 
patients lost their clinical sensitiveness 


in a very short time although skin tests 
were still positive. 

Asthmatic patients are usually suscep- 
tible to colds. A decrease in this suscep- 
tibility was observed after treatment in 
seventy -five per cent of the cases. 

The following cases are examples: 

Case 1. C. A., male, age thirty-three, 
was sensitive to horse dander, onions, and 
cabbage. He had suffered from asthma 
accompanied by an intractable cough for 
twenty-four years, and was rarely free 
from a cold. After the eighth injection of 
the oil he became clinically desensitized 
to horse dander, and after the tenth in- 
jection to onions and cabbage. He has had 
very few colds and the cough and asthma 
have been entirely relieved for three and 
one-half years. 

Case 2. Mrs. E. S., age twenty-five, 
had asthma, frequent colds, and bronchi- 
tis for twelve years. She was sensitive to 
aspirin. After the seventh injection she 
was clinically desensitized. The bronchi- 
tis gradually improved and finally dis- 
appeared. For four years she had taken 
aspirin frequently for headache. She has 
had no asthma and rarely a cold. 

Case 3. Mrs. G. S., age thirty-six, had 
asthma during her menstrual period. The 
oil was injected into the lower lobes for 
one year. After the third injection the 
attack was less severe, and after the sixth 
injection she menstruated without an 
attack. She has not had asthma for five 
years. 

Case 4. Mrs. R. S., age fifty-two, for 
ten years complained of wheezing and 
dyspnea after which definite and frequent 
attacks of asthma developed. She im- 
mediately had an attack whenever, she 
ate tomatoes or fish. She was given eleven 
injections of oil for eleven months after 
which she was clinically desensitized to 
the former irritants. 

Case 5. M. O’R., male, age ten, was 
sensitive to water for five years. Contact 
with water while bathing feet or body 
brought on an attack of asthma. He had 
chronic bronchitis and contracted a cold 
on exposure to cold air. Both lower lobes 
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were injected on an average of every two 
weeks for eight months. He was rapidly 
desensitized to water and has been able to 
bathe and swim without recurrence of 
asthma for three years. 

In some of the patients there was a 
reaction following an injection, but in the 
majority of them the presence of the oil 
in the lung was well-tolerated. 

When the oil contacts the trachea in 
some patients it produces a convulsive 
cough lasting from an half-hour to two 
hours, and the patient may become very 
exhausted. In others a severe attack of 
asthma may be brought on by an injec- 



Fig 3. Roentgenogram one hour after 
injection of oil and thirty minutes after 
an injection of ten m. of adrenalin. Oil 
has nearly all passed into the vesicles. 
Obstruction in lumen of tubes has disap- 
peared. 



Fig. 4. Same as Fig. 3. one month later, 
following a reinj'ection of oil. Obstruction 
in lumen of tubes has disappeared and oil 
has entered the vesicles. 


Don of as little as two c.c. of the oil. This 
reaction is probably caused by its con- 
tacting irritable endings of the vagi in the 
bronchial mucosa. If it is injected too 
rapidly dyspnea follows and may produce 
an acute collapse of the lung. 

In some patients, asthma is complicated 
by chronic laryngitis, tracheitis, or bron- 
chitis accompanied by an extreme sensi- 
tiveness which excites a cough reflex as 
soon as the oil touches the mucosa and 
the oil is immediately expelled. The treat- 
ment of such cases by this method is un- 
satisfactory and the use of a bronchoscope 
is an advantage. 

There may be a chill, rise of tempera- 
ture, increase of pulse, and pain in the 
area injected in some patients. If the 
treatments are not repeated until these 
symptoms subside and most of the oil 
disappears from the lungs, this reaction 
does not occur again. 

There were only eight patients in the 
group treated in which severe iodism oc- 
curred. These patients were susceptible 
to iodine and the treatment was discon- 
tinued. There were no cases of chronic 
iodism although a large quantity of oil 
was kept in the lungs for a long time. 
Iodism can be avoided by a careful testing 
of the patient’s tolerance and by not in- 
jecting the oil into the stomach. If the 
latter should occur, it should be removed 
at once with a stomach tube or by giving 
a brisk cathartic. 

The oil has been kept constantly in the 
lungs in some patients for three years and 
a Roentgen ray examination made two 
years after treatment was discontinued 
disclosed no injury to the lung tissue. 

Autopsy study was made in one patient 
who died of an abdominal condition. She 
had received injections for eight months. 
A study of the lungs revealed no patho- 
logic change that could be attributed to 
the oil. 

Eight cases of pneumonia occurred in 
the entire group while under treatment. 
Five of the cases were bronchopneumo- 
nia; four patients recovered and one 
(Continued to page 30) 
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The Home Treatment 
of Tuberculosis 

The diagnosis of tuberculosis 
is made— and in a few sliort 
words the whole life program 
of one or more individuals is 
interrupted. The change concerns both 
the patient and his immediate family. 
After the shock is over, problems begin 
to present themselves. For some these 
problems and decisions are simple; for 
others they are difficult, if not indeed 
almost insurmountable. 

“Must I change climate; must I go to 
a high altitude or to the desert ; how long 
will it take to get well; can I do part 
time work; should I go to a sanatorium?” 
These are only a few of the questions 
arising that must be answered by the 
doctor. 

The physician will sit down with the 
patient and his mate, his parent, or who- 
ever controls the family budget, and learn 
the available resources. Climate and alti- 
tude are dismissed as being of secondary 
importance, if important at all. The pa- 
tient is then told the probable length of 
time it will require to get back to a 
working stage again. It is a great mis- 
take to lead a person to believe it will 
require only two or three months because 
at the end of that time he again must 
readapt his mental attitude to continu- 
ing in bed for another period and tem- 
porarily his hopes and plans for the im 
mediate future are recrushed. It is far 
better to let him know it may take one, 
two, or three years before he will work 
again and he can plan accordingly. Often 
a patient will respond more rapidly than 
anticipated and not require the estimated 
length of treatment. Unfortunately, the 
reverse is often true. Part time work, as 
a general rule, is prohibited except dur- 
ing the recovery phase. 

If the patient is able to afford sana- 
torium care, he is directed to a suitable 
one. It must be borne in mind that there 
are as many and varied types of sana- 


toria as there are types of homes. 
There are some which do not 
deserve the name of sanatorium, 
where in reality the patient 
treats the doctor and not the doctor the 
patient. Here he is allowed to do much as 
he pleases until his disease gets ahead 
of him. 

If his family is of limited means, a 
sanatorium is not recommended, for very 
obvious reasons. If he is eligible for a 
charitable institution and the doctor is- 
assured of the type of care lie will receive, 
then the patient is urged to take advant- 
age of this opportunity. 

Sanatorium care is available only to 
about one out of eight, there being some 
800,000 tuberculosis cases and only 85,- 

000 beds available in the country for the 
tuberculous. The other 700,000 must be 
cared for and controlled, not only for 
their own good but for that of the com- 
munity as well. There remains only the 
home in which to do this. 

The patient’s next question is: “Can 

1 get well at home?” The answer is yes. 

In treating tuberculosis it is absolute- 
ly essential that the doctor have complete 
control over the case. This calls for con- 
fidence and cooperation from the patient 
and his family. The best results are ob- 
tained if this control extends through 
his illness, the transition period in which 
he works back into a normal life, and 
the follow-up in the years to come. In a 
large city or where the weather is ex- 
tremely unseasonable at times of the year, 
it may be very difficult or impossible to 
treat successfully more than a few home 
eases. In the semi-urban and rural com- 
munities a doctor in his rounds may drive 
thirty miles and see several patients while 
in a city perhaps only five miles can be 
covered and one home visit made in the 
same length of time. In Orange County, 
with a population of 125,000, the problem 
of home management is not difficult In 
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this community it is my practice to see 
cases at least twice a week. One hundred 
to one hundred and fifty miles will be 
covered in making rounds. This can be 
done in four to eight hours, depending 
on the number of patients seen and the 
number of re-fills given that particular 
day. 

A charge is made by the month which 
includes all the necessary procedures. 
The fee is on a sliding scale to meet the 
individual financial situation. There are 
no extras. X-rays are taken as indicated ; 
in some cases this is not oftenev than 
every two or three months. On the other 
hand, if the patient should require an 
x-ray daily for several days these are 
taken without extra charge. It is found 
that “extras” upset the morale, cause 
worry, and interrupt home treatment. On 
a monthly basis, the individual knows 
ahead of time tlie financial obligation be 
is expected to meet. 

In the treatment of home cases a suit- 
able room with two or more windows is 
chosen. Diet is well-balanced but no 
special diet is prescribed unless indicated. 
The patient is not stuffed but is encour- 
aged to eat a little more than liis average 
diet because of the increased metabolism 
caused by tbe disease. He is placed on a 
definite routine which varies somewhat 
with the household and the type of lesion. 
Frequent visits are necessary as few peo- 
ple can successfully take the “cure” with- 
out adequate guidance; the pitfalls are 
too many. The sensation of well-being 
which comes after a period of rest and 
before pathological improvement occurs 
leads one to believe he is well. If not cor- 
rectly advised he will want to return to 
his business, believing himself completely 
out of danger. 

In general absolute bed rest is insisted 
upon. To tell the patient to go home and 
rest is not enough. To the uninitiated this 
might be interpreted as going to the bath- 
room ad lib, sitting at the table for meals, 
or even going for automobile rides. Bed 
rest calls for a bed pan, and incidentally 
tbe bed pan is of more value than the 


clinical thermometer. Tbe temperature 
chart is simply a matter of record; tbe 
bed pan conserves considerable energy. 
Bed baths are to be given until tub baths 
are earned by tbe patient as he improves. 
Certain cases are, of course, permitted 
bathroom privileges once a day from tbe 
beginning. Hygiene is observed as in any 
sanatorium. Suitable paper napkins are 
used for coughing, sneezing and sputum. 
These are burned daily. Dishes are kept 
entirely separate and boiled after each 
meal. Children are kept strictly out of 
the room. Following these precautions the 
danger to children and others should be 
slight. If tbe members of the household 
are already tuberculo-allergic, they are 
x-rayed. If children have survived with- 
out more than a positive skin test for a 
few months to four years or more, which 
is often the length of disease before diag- 
nosis is made in a tuberculous parent, it 
is not reasonable to suppose that the child 
will be in danger when tbe parent is 
isolated in tbe home. Contact children are 
re-checked every six months or oftener, 
if indicated. Visiting hours are observed 
as in a sanatorium. Absolute rest for two 
hours in the morning, during which there 
is no visiting, reading, or listening to the 
radio, is observed and the same length 
of time following the noon meal. Lights 
and radio are off at eight in the evening. 

Visitors of certain temperament who 
make the patient nervous are excluded. 
The patient is not to be bothered with 
business or household worries. He is in- 
structed against following tbe advice of 
well-meaning but ill-informed neighbors 
who are sure that the only way to cure 
his illness is by sun bathing, by working 
it out of his system, by tbe carrot juice 
diet, or by tbe wonders of lotus root. 
Physical and mental relaxation are 
taught. A healthy mental attitude is ex- 
tremely important. The patient is en- 
couraged to ask questions. He is educated 
in tuberculosis and shown bis x-rays. He 
is always told the truth, except in ter- 
minal cases. Tbe tuberculous patient is 
very apt to notice any discrepancies of 
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statement, even if made months before. 
If lie takes his disease too frivolously, its 
importance is stressed. Unimportant and 
neurotic symptoms are ignored; other 
symptoms, such as referred pains, are ex- 
plained. In short, the more the intelligent 
patient understands about his condition 
the better he combats the disease. How- 
ever, there are exceptions to this rule and 
the doctor must he on the lookout for one 
who will be adversely influenced by too 
much knowledge. 

Medication by mouth is kept to a mini- 
mum because of a too frequent delicate 
gastro-intestinal system and also because 
of the length of the disease. Cough can 
be controlled a good deal by will power. 
Hypodermic medication is often indicated 
and of value. Sputum examination and 
sedimentation rate are usually done once 
a month ; blood counts every two or three 
months. 

To set a good example the doctor should 
put into practice what he preaches. He 
emphasizes bed rest for this reason x-rays 
are taken at the bedside. It is obvious 
that driving to the office, even from a 
mile or two away, uses considerable 
energy. "With two film holders, a man to 
help load and set up the machine, a num- 
ber of x-rays can be taken in one morning 
each month. Films are changed in any 
dark closet in the patient’s home from 
cassette to a light proof box and developed 
later at the office. When the patient is 
on graduated exercise he is allowed to 
come to the office for the necessary pro- 
cedures. 

Modern splinting of the lung can be 
accomplished at home. Empyema cavities 
can be aspirated and washed out, oxype- 
ritoneum and pneumoperitoneum can be 
gnen at home, the former for tubercu- 
lous peritonitis, enteritis, or fistula of the 
rectum, the latter for splinting diaph- 
ragms in far advanced bilateral cases. 

1 nenmothorax can be started and con- 
tinued at home. However, it must be con- 
ceded that it is better to give the initial 
and first re-fill in a hospital. There is 
often a partial spontaneous collapse after 


the first injection of air. This is true 
whether it is recognized or not and at 
times can he extremely alarming, calling 
for repealed removal of air. It is for this 
reason that it is more convenient, but not 
absolutely essential, to hospitalize for a 
few days. Severe hemorrhage should' call 
for hospitalization as nothing is more 
terrifving to the patient or his family. 
With "the patient out of the house it at 
least saves the household the discomforts 
of this unfortunate experience. Phrenic 
nerve operation or thoracoplasty are 
hospital procedures. 

When it is time for graduated exercise 
the patient is allowed first to sit up in 
bed, later in a chair, gradually increas- 
ing this privilege. This is followed by five- 
minute daily walks and as indicated both 
the walks and the time up are gradually 
increased. When he is up eight hours a 
day and walking one-half hour twice 
daily, home visits are discontinued and 
he reports to the office once a month. By 
this time he should have learned what it 
is all about. He should know that he is 
now starting on a trying period; the 
transition period from convalesence to 
a normal life. It is during this time that 
the patient must build up confidence in 
himself, learn to stay within his fatigue 
limit, and work back both to physical and 
economic stability. 

In California the State Vocational 
Bureau will give three to six months 
training to anyone recovering from tu- 
berculosis. The training is along practical 
lines. Every effort is made by those guid- 
ing this project, to direct the case aloug 
the channels that will be of the greatest 
help. The patient may elect to go to busi- 
ness college,' take up photography, learn 
radio-repairing or watch-repairing, motor- 
w i n d i n g, dress-designing, laboratory 
work, or any vocation of like nature. This 
opportunity is not limited to institu- 
tional eases or even to tuberculous cases, 
but is open to any handicapped individ- 
ual. The idea is to secure for him economic 
freedom, but it also had a second func- 
( Continued to page 24) 
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The Significance of Pleurisy 
with Effusion 


Recently there has been 
much said about the early 
diagnosis of tuberculosis but 
there yet remains much more 
to be said and done about it. If the medi : 
cal profession ever banishes tuberculosis 
from the list of human ailments, it will 
have to educate itself and the lay public 
along the lines of earlier recognition as 
well as early and continued treatment. 
There are a number of symptoms that we 
associate with early or beginning tuber- 
culosis, but as a rule pleurisy with effu- 
sion is not in this commonly accepted 
group; at any rate, its significance is 
too often overlooked. There are entirely 
too many patients who turn up with far- 
advanced pulmonary tuberculosis who 
have had a pleurisy with effusion in the 
last year or several years and were not 
suspected in the least of having any tu- 
berculosis at that time. The patient may 
have been aspirated a time or so, told to 
go to bed for a few weeks until the fever 
disappeared, and then allowed to return 
to work without the true etiology of his 
effusion having been determined. Pleurisy 
with effusion is not a disease entity of 
its own but is always a symptom of some 
disease or injury affecting the pleura of 
one or both lungs. It is not always an 
early symptom of tuberculosis but when 
it comes out of a clear sky, not associated 
with any acute respiratory infection, 
attacking an apparently well patient, it 
should be considered as a symptom of 
tuberculosis until correctly or definitely 
diagnosed otherwise. 

Incidence 

The incidence of effusions in tuber- 
culosis is not particularly high, but a 
survey of the patients of any sanatorium 
will reveal that more than an incidental 
number have had pleurisy with fluid for- 
mation and that many of these will date 
the onset of their tuberculosis from the 


time of their effusion. Fre- 
quently, a patient with ad- 
vanced involvement will tell 
the attending physician that 
he has had tuberculosis only a few 
months, but has not been in good health 
since he had fluid drawn off his lungs 
several years- before. Repeated instances 
of such statements have convinced the 
writer of the significance of pleurisy with 
effusion which is too often passed off as 
an acute infectious entity. This short 
paper is a plea to the profession to go 
farther into their effusion cases, asso- 
ciating them more in the future with tu- 
berculosis. 

Symptometology 

The symptometology varies but in the 
average case the onset of pain in one 
side increasing in severity comes on . 
suddenly without a prodromal period. 
There may be a hacking, non-productive 
cough. The temperature will soon climb 
up to 102, 103, or 104 degrees and may 
remain so with daily variations. Profuse 
sweating, both in the day time and at 
night, will accompany the variations in 
the temperature curve. The respiratory 
rate will increase as the effusion in- 
creases; if this becomes large enough to 
fill one hemithorax and encroaches on 
the opposite lung by pushing the medias- 
tinal contents over, the respiratory em- 
barrassment may increase to a severp 
dyspnoea. The pulse rate will come up 
as the temperature rises and may become 
alarmingly rapid with marked displace- 
ment and embarrassment of the heart. 
The symptoms may abate within a few 
days or they may continue in all their 
severity for many weeks. There are very 
few conditions that give us a more acutely 
ill-appearing patient in such a short 
length of time than does a severe pleurisy 
with effusion. 
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Physical Findings 

Any attending pliysician can elicit 
enough findings to diagnose a moderate- 
size effusion if he will take time to give 
the patient a fairly complete examina- 
tion, keeping in mind the symptoms 
present. Inspection will show a patient 
acutely ill nearly always lying on the 
affected side and having a rapid respi- 
ratory rate. If the patient is sitting up 
or lying on the back, limited expansion 
on the affected side will be noticed. 
Fremitus will be decreased over the ef- 
fusion and percussion varies from a 
slightly impaired note to flatness over 
the fluid. The breath sounds are distant 
to absent over the fluid proper but may 
be decidedly increased over the portion 
of the lung that remains functioning. 
During the examination the patient 
should be sitting up if his condition will 
permit. In this position, the fluid will 
gravitate into the basal region and here 
will he found the most marked changes in 
physical findings. It is well and wise to 
compare the findings in one side to those 
in the other. Small effusions may be dif- 
ficult to diagnose; particularly is this 
so if the fluid is located in the right base 
posteriorly, but repeated examinations 
and observation should bring out a cor- 
rect diagnosis. In case of doubt, no harm 
is done by putting a small needle (about 
a 20 gauge) into the chest, even making 
several exploratory punctures in search 
of the fluid. 

Roentgenology 

Fluid collected in the pleural space 
retards the penetration of x-rays in direct 
proportion to the amount present. The 
patient should be standing or sitting, if 
at all possible. On the fluoroscopic screen 
or the x-ray film, the opaque shadow of 
the fluid will then be seen in the depen- 
dent portion of the chest unless extensive 
adhesions have previously formed. The 
normally sharp, acute costo-phrenic angle 
will be obliterated or flattened out in the 


small effusion. As it increases in size, 
the fluid will run ah elliptical course up 
the lateral chest wall towards the axilla 
and to a lesser degree up along the 
mediastinum. In a massive effusion, the 
involved side may be opaque all the way 
to the apex and encroach upon the op- 
posite side. Fluid within a closed pleura 
does not show a fluid level. When a fluid 
level is present, there is always air above 
the effusion; either it has gained access 
to the pleural space by coming in through 
the chest wall through a needle, as in 
aspiration, or there is a tear in the viseral 
pleura connecting the space with the 
bronchial tree. 

Differential Diagnosis 

Any patient who has a pleural effu- 
sion is most certainly due a careful and 
complete study by the attending physi- 
cian. The true etiological factor should 
be ascertained, as many years of the pa- 
tient’s future life may depend on a cor- 
rect diagnosis and proper treatment. The 
greater percentage of pleural effusions 
that come on suddenly are tuberculous 
in origin. Of course, effusions may fol- 
low acute chest conditions such as pneu- 
monia and influenza, but these respective 
entities forerunning the effusion should 
not be confused with simple tuberculous 
effusion. Injuries to the chest wall in- 
volving the pleura are frequently fol- 
lowed by a non-infectious effusion. Malig- 
nancy of the chest, either primary or 
metastatic, may be accompanied by fluid. 
Here the age factor may be a lead ; 
metastasis may be found in the opposite 
lung on the x-ray or located in other 
parts of the body. The fluid in a malig- 
nant effusion often has a reddish tinge, 
and red blood cells will be demonstrated. 
The fluid in a tuberculous effusion is 
straw colored when first formed and red 
blood cells are entirely absent. Severe 
cardiac decompensation may give small 
amounts of fluid in one or both pleural 
spaces,- but here again pathognomonic 
signs and symptoms should easily dif- 
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ferentiate the two, Laboratory study of 
tlie fluid and animal inoculation are valu- 
able means of diagnosing. 

Treatment 

The major portion of patients with 
pleural effusion need no treatment other 
than bed rest and good hygienic care. 
The period of disability may be cut short 
by immobilizing the chest wall with ad- 
hesive or a binder during the acute stage 
of pain, putting the patient to bed and 
applying external heat. The ancient idea 
ol removing fluid from the chest as soon 
as it is discovered is yet entirely too pre- 
valent. This procedure is wrong in many 
cases and may lead' to prolonged disa- 
bility and unnecessary complications. 
Unless the patient is showing symptoms 
of cardiac or respiratory embarrassment, 
running unduly septic symptoms or a 
long drawn out course, the fluid should 
be let alone. The formation of fluid in 
the pleural space is one of nature’s most 
efficient measures for alleviating acute 
pleuritic pain. It may often check or 
even arrest an underlying lung tubercu- 
losis by putting it to rest by compression. 
In nearly every case when the pleuritic 
pathology has cleared sufficiently, the 
fluid will be absorbed slowly and entirely 
disappear. Evidence of pleuritic thicken- 
ing may or may not remain. 

If it becomes necessary to remove the 
fluid, this should be done under the most 
aseptic conditions. Closed aspiration with 
a moderate size needle by syringe or 
suction is the method of choice. Ex- 
ceedingly large trocars should not be used 
as they traumatize the pleura enough to 
produce further fluid formation. Such 
traumatization is contra-indicated Here 
as much as is any excessive injury to tis- 
sues during surgical procedures. Never 
should a rib be resected and drain in- 
serted for simple tuberculous serous ef- 
fusion for this will always lead to empye- 
ma. If the effusion is of tremendous 
volume and it is decided to remove a 
large portion of it, it should be replaced 


with about 50 per cent of air by volume. 
This will prevent excessive shift in the 
mediastinum which might lead to shock 
and cardiac failure. Repeated aspirations 
are not indicated unless the above-stated 
train of symptoms return after the first 
aspiration. Should there be definite tu- 
berculous involvement of any extent of 
tlie underlying lung, artificial pneumo- 
thorax should be instituted with tlie re- 
moval of the fluid and continued inde- 
finitely. 

If it is determined that the effusion is 
tuberculous in origin, the patient should 
have exactly the same orthodox treat- 
ment for tuberculosis as any other tuber- 
culous patient. The clearing of the effu- 
sion and its accompanying symptoms 
does not mean that the patient is well. 
He should be told that he has tuberculo- 
sis and that he must have proper treat- 
ment over a long period of time — many 
months or even years. This type of patient 
will do much better in a sanatorium where 
he can have close observation and at the 
same time receive the fundamental tuber- 
culous education so essential for his com- 
plete and lasting recovery. If he remains 
at home, the chances are that he will he 
over his acute symptoms, up and hack at 
work within a few weeks, thus paving the 
way for extension and progress of his 
early tuberculosis. 

Resume 

By far the majority of pleurisy with 
effusion cases are tuberculous in origin. 
Any patient who has pleurisy severe 
enough to require strapping should be 
suspected of having active tuberculosis 
and treated as such. The treatment of 
effusion, per se, should be along conser- 
vative and expectant lines unless symp- 
toms of prolonged toxemia, cardiac oi 
respiratory embarrassment appear and 
then strictest asepsis and as little trauma 
as possible should he used in removing 
the fluid. Should there be a parenchymal 
lung lesion underlying tlie effusion as 



An increasing number of medical men are routinely using 

NEO-6UISODIDE 

Intravenously 

in bronchitis, bronchial pneumonia, and certain other respiratory ills. 

Fever usually subsides after the second or third injection — and sometimes after 
the first. It is therefore a truly economical treatment. 

r> r n?"^ u ^ sodide con tains in the 20 cc ampule: sodium iodide 2.07 Gm., guaiacol, 
creosote 0.04 Gm., glucose 2.4 Gm. The 10 cc ampules contain one-half 
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Supplied quickly from any of the offices listed below 
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,JE V L YORK ATLANTA SEATTLE LOS ANGELES 
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shown hr x-ray, artificial pneumothorax 
should be instituted at once since delay 
wil! give time enough for extensive pleu- 
litic adhesions to form, thus forever re- 
moving the patient’s chance of taking it. 
If more time can be spent in examining 
our patients, fewer cases of effusion win 
be missed or called pneumonia, influenza 
-and the like, and fewer patients will be 


developing advanced tuberculosis “sud- 
denly’ several years after such attacks. 
Pleurisy with effusion may be the earl- 
iest symptom set up by our patients' na- 
tural immunilogical forces, and we as 
physicians should be ever listening and 
watching for every early symptom of tu- 
berculosis, if we are to help in completely 
controlling the Great White Plague. 


The Home Treatment and Management of Tnbercnlosis — (Continued from pase 19 ) 


tion and that is one of therapeutic value: 
the patient learns to meet people again, 
to change his line of work if need be, and, 
more important, to regain confidence in 
himself. 

Sometimes a patient during this stage, 
and for the same reason, is taken into 
the doctor's office. He is taught to do 
simple laboratory processes, how to shar- 
pen needles, sterilize pneumothorax' out- 
fits and even to act as chauffeur. Here, 
however, a small salary is paid. 

The doctor’s job is only half done if 
he does not stress the necessity of close 
follow-up through this period of working 
back into a normal life. Even then his 


work is not finished, for the semi-yearly 
and yearly x-rays and check-up must go 
on and on. 

There is nothing more satisfactory and 

yet at times more trying in the practice 

of medicine than to see the tuberculous 

individual recover and star well rear 

• * 

after year. If one sees an arrested case 
break it is to be believed, barring certain 
accidents, that tlie individual did not 
“cure” long enough the first time or his 
medical adviser failed him in not teach- 
ing Mm, and pounding it in. that the 
first stage of recovery is only the first 
and no more important than the transi- 
tion and complete recovery phases. 


Stone Walls do not a Prison 

"Winter is a jailer who shuts us all in 
from the fullest vitamin D value of sun- 
light. The baby becomes virtually a pris- 
oner, in several senses: First of all. me- 
tcorologic observations prove that win- 
ter sunshine in most sections of the 
country averages 10 to 30 per cent less 
than summer sunshine. Secondly, the 
quality of the available sunshine is in- 
ferior due to the shorter distance of the 
sun from the earth altering the angle of 
the sun’s rays. Again, the hour of the 
day has an important bearing: At S:30 
A. M. there is an average loss of over 31 
per cent, and at 3:30 P. M., over 21 
per cent. 

Furthermore, at this season, the mother 
is likely to bundle her baby to keep it 
warm, shutting out the sun from Baby’s 
skin; and in turning the carriage away 
from the wind, she may also turn the 


Make Nor Iron Bars a Cage 

child’s face away from the sun. 

Moreover, as Dr. Alfred F. Hess has 
pointed out. “it has never been deter- 
mined whether the skin of individuals 
varies in its content of ergosterol" (syn- 
thesized by the sun's rays into vitamin 
D) “or, again, whether this factor is 
equally distributed throughout the sur- 
face of the body.” 

While neither Mead's Oleum Percom- 
orplium nor Mead's Cod Liver Oil Forti- 
fied With Pereomorpb Liver Oil consti- 
tutes a substitute for sunshine, they do 
offer an effective, controllable supple- 
ment especially important because the 
only natural foodstuff that contains ap- 
preciable quantities of vitamin D is egg- 
yolk. Unlike winter sunshine, the vitamin 
T) ralue of Mead's antiricketic products 
does not vary from day to day or from 
hour to hour. 

and in no way reflects 
its staff. 


The reader above is an advertisement of Mead-Johnson and Company 

the beliefs or policies of this journal or any member on 


24 



o 


GRACE LUTHERAN SANATORIUM 


Owned and Operated by 
The American Lutheran Church 
For patients irrespective of 
denomination or creed 


For Treatment of Tuberculosis 
SAN ANTONIO, TEXAS 

Address: Paul F. Hein, D.D., Supt. 


A high class institution 
Bates very moderate 
Accommodations excellent 


SUNMOUNT SANATORIUM .£££. 

FRANK E. MERA, Medical Director 

Known for over a quarter of a century for Its comfortable accommodations, its excellent table, 
Us views and interesting surroundings and its climatic advantages. 


D: 


PORTLAND OPEN AIR SANATORIUM 

MILWAUKIE, OREGON 

A thoroughly equipped institution for the modern medical and surgical 
treatment of tuberculosis. An especially constructed unit for thoracic 
surgery. The most recent advances in pneumolysis applied to those 
cases demanding this branch of intrathoracic surgery. 

MODERATE RATES 
Descriptive Booklet on Request 

Medical Directors: 1 fjf! f h _. C - Matson, M.D., and Marr Bisaillon, M.D. 

) 1004 Stevens Building Portland, Oregon 
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A modem and thoroughly-equipped institution 
for the treatment of all forms of tuberculosis 
Beautiful accommodations for patients, includ- 
ing private suites with glass-enclosed sun parlors 


Medical equipment is complete, with every- 
thing used in the present day methods of diagno- 
sis and treatment. 

A home-like atmosphere is obtained at ail times. 


8nd 0tit - patlent Department, 1018 Mills Building 

HENDRICKS-LAWS SANATORIUM 

EL PASO, TEXAS 

CHAS. M. HENDRICKS and J AS . W. LAWS, Medical Directors - 
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Rest Therapy in Pulmonary Tuberculosis— (Continued from page 10). 


Bed-rest frequently makes effective a 
partial pneumothorax which is ineffec- 
tive if the patient is mobile. 

Pneumolysis will allow a more complete 
collapse, but frequently the adhesion that 
holds the cavity open is so located that 
it cannot be reached. 

Thorocoplasty should be done if the 
pneumothorax is not effective, but no 
thorocoplasty accomplishes as complete 
a lung collapse as a good pneumothorax. 

The post-operative treatment, consist- 
ing of strict bed-rest, is necessary until 
fibrosis permanently closes the eavitated 
area; otherwise a splendid thorocoplasty 
may be rendered useless by the respira- 
tory movements pumping in sufficient air 
to reopen the cavity. 

In certain unilateral cases that have 
been successfully closed by pneumotho- 
rax the patient may not only be mobile, 
but may even continue at work if his 
general condition is good. 


Active, aggressive treatment of the tu- 
berculous has shortened the term of 
disability and made recovery more cer- 
tain. Surgical adjuncts have made re- 
covery possible for many who could not 
have survived by bed-rest unaided. How- 
ever, tuberculosis cannot be regarded as 
merely a mechanical problem ; a cavity to 
be closed or an affected area of lung to 
be shut off; but rather a disease which 
has produced for long periods of time 
systemic alterations that require both 
time and rest of the body as a whole, as 
well as rest of the affected area, for the 
restoration of normal functions. 
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INTRAVENOUS THERAPY 

of 

PULMONARY CONDITIONS 

The field of therapeutic application of intravenous 
medication has yet to be explored. 

LOESER’S INTRAVENOUS SOLUTIONS 

afford physicians an opportunity to test out the value of well estaMshed 
remedies by a more modern and scientific method. The un er n„g 
curacy of composition and uniformity of Loeser solutions furnish 
means of safe and exact determination of therapeutic value. 

WE Offer.— aa 

GUAIACOL 0.2 gm. and Iodine 45 Mg. in 20 c.c. 

GUAIACALX Guaiacal 4 Gm. and Calcium 90 Mg. n -0 c.c J0 c c 
CALCIUM CHLORIDE .2 d Gm. m 5 c.c.— 5% in 10 c.c anu 
CALCIUM GLUCONATE 10% in 10 c.c.-lO CC ' 

CALCIUM GUAIACOL Sulphonate 66 Gm. m 20 c.c. 

SODIUM IODIDE 2 Gm. p ua ^^°L°M P Colloidal Iron Cacod.vlate 5 c.c. 
HEMATONIC: Iron and Arsenic 64 M^ Coiloiaai no 

LITERATURE AND COMPLETE LIST ON REQULbl 


LOESER LABORATORY 


23 West 26th St. 


New York City. 


Palmer Sanatorium 


SPRINGFIELD 

ILLINOIS 


A Private Sanatorium of the Highest Class. Very moderate inclusive rates with no extra charges. 
Fully approved by the American College of Surgeons. Unusual refinements of service. New and 
modern buildings and equipment. 

A CONVALESCENT SECTION for non-tuberculous convalescents. 

Circulars on request: Dr. George Thomas Palmer, Medical Director. 


a non-profitmaking 
institution for 
diseases of 
heart and 

lungs Rates from $2.00 


Chicago Fresh Air Hospital 

HOWARD STREET AT WESTERN AVENUE 

where correct care cures 

Herbert W. Gray, M. D Medical Director 


St. Luke’s Home 

A HOSPITAL FOR THE ACTIVE TREATMENT OF TUBERCULOSIS 
Phoenix, Arizona, altitude 1100 feet>— October to June. 

Prescott, Arizona, altitude 5300 feet — June to October. 

An unusually ■favorable climatic arrangement. 

REV. B. R. COCKS Managing Director 

E. W. PHILLIPS, M.D., P.A.C.P Medical Director 


SOUTHERN SIERRAS SANATORIUM 


BANNING, CALIFORNIA 



Location, near but not directly on the desert 
(altitude 2,400) combines best elements of desert 
and mountain climates. . . .A sustained reputation 
for satisfaction, both among physicians and 
patients. . . .Send your next patient here, and 
you may be assured of his receiving maximum 
benefit, and of his full gratitude. 

C. E. Atkinson, M.D Medical Director 
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S MARYKNOLL SANATORIUM 

JJ MONROVIA (Maryknoll Sisters) CALIFORNIA 

o A sanatorium for the treatment of tuberculosis and other diseases of the lungs. Located in the 
0 foothills of the Sierra Madre Mountains. Southern exposure. Accommodations are private, mod- 
o er n and comfortable. General care of patient is conducive to mental and physical well being. 
Q Sister Mary Edward, Superintendent E. XV. Hayes, M.D., Medical Director 


ST. VINCENT SANATORIUM 


Information 
and Rates 
on Request 


TUBERCULOSIS IN ALL FORMS 

Robert 0. Brown, M. D. 
Medical Director 


SANTA FE 
NEW MEXICO 

Conducted by 
SISTERS OF 
CHARITY 


THIRTY-FIVE YEARS OF UNRIVALED SERVICE FOR THE SICK HAVE MADE 

St. Joseph Sanatorium and Hospital 

ALBUQUERQUE, NEW MEXICO 
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CASE REPORT 


Rosa M., age 16. Came to see me in 
March, 1923. She complained of a cough 
of several months duration and fever. 
She was a well nourished girl, weighing 
160 pounds, and worked as a hotel maid. 
She was of average height. Physical ex- 
amination showed fine moist rales after 
cough in the right infra-clavicular region. 
Her temperature was 104 degrees ; pulse, 
120. I put her to bed at once, however, 
she did not improve and six weeks later 
she had a hemorrage. I compressed her 
lung with wonderful results. The bleeding 
stopped at once and the temperature 
came down to normal, after a few injec- 
tions of air. I compressed the whole right 
lung at first. 

After a years time, I let the lower lobe 
out. I kept up the compression for five 
years, at which time, I allowed the lung 
to re-expand. On doing so, she bad a re- 
turn of the cough and sputum and moist 
rales over the upper lobe so I put the 
lobe down again. And the cavity that had 
formed before gas was begun was closed 
again. This girl was able to work after 
she had taken air for four months. 
She worked steadily, with no time off, 
except for an occasional cold. 

At this time, she married and was con- 
fined and delivered of a healthy child 
eighteen months later. She had no trouble 


during pregnancy. She took her gas re- 
gularly; her weight has steadily increased 
(it is 190 pounds now) ; she has never had 
any complications develop, or any fluid 
at all. She comes in for gas every six 
weeks. 

I have to use a four inch needle, as 
her chest wall is very thick; and I have 
to go all the way up in the axilla. I give 
her about 150 c.g. with a balanced pres- 
sure reading. At present, she has a cap 
of air over the apex. This keeps the 
cavity closed. 

This was a case of tuberculous pneu- 
monia and I should have compressed her 
lung when I first saw her. Then she would 
not have developed a cavity and the com- 
pression would not have had to be kept 
up but for two or three years and she 
would have been a well woman. In intend 
to keep up the pneumothorax as long as 
I can. She is safer that way. Skotdd 
trouble develop after it is stopped, she 
can have a first stage thoracoplasty. 

We have been fortunate to have been 
able to keep up this collapse, as the pa- 
tient has never been very cooperative, 
showing up for air whenever she felt like 
it. A basal metabolism test was made be- 
cause of her obesity. It was negative. 

E. D. Price, m.i>. 


Reading time of papers in Diseases of the Chest, 5 to 15 minutes. 


ALBUQUERQUE, 

Southwestern new MEXICO 

Presbyterian Sanatorium 

A well-equipped Sanatorium iu the Heart of the 
Well Country. 

Write For Information and Rates. 
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The Pottenger Sanatorium and Clinic 


Write for particulars 

the pottenger 

SANATORIUM 
AND CLINIC 

MONROVIA, CALIFORNIA 


For the diagnosis and treatment of diseases of the lungs and pleura; 
asthma and other allergic diseases; asthenics and others who require 
rest and supervised medical care .... An idea! all-year location. 
The grounds surrounding the Sanatorium are beautifully parked and 
add much to the contentment and happiness of patients. 

Close medical supervision. Rates reasonable. 

F. M. Pottenger, M.D Medkal Director 

3 E. Pottenger, M.D. Asst. Medical Director and Chief of Laboratory 

Leroy T. Petersen, M.D. Asst. Physician and Roentgenologist 

F. M. Pottenger, Jr., M.D. - Asst. Physician 


ROCKY GLEN SANATORIUM 
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McCONNELSVILLE, OHIO 

For the Medical and Surgical 
Treatment of Tuberculosis 

DR. LOUIS MARK, Medical Director 
677 N. High St., Columbus, O. 

H. A. PHILLIPS DR. D. G. RALSTON 

Superintendent Resident Med. Director 

DR. A. A. TOMBAUGH 
Resident Physician 


Graduate Nurses 


Where the science of treatment is first 


Beautiful Surroundings 


Reasonable Rates 


BARFIELD SANATORIUM 

In the Delightful Sunshine of Tucson , Arizona 


EXCELLENT ACCOMMODATIONS 


Karl Barfield 
Managing Owner 


Samuel H. Watson, M.D. 
Medical Director 


METHODIST SANATORIUM 

ALBUQUERQUE, NEW MEXICO 

f0r tlle Tube rc ulou s — Four large modern well-equipped buildings and fifty cot- 

S^SS^“r'”"" ate *- 0p ' n “ ■“ mm f 

— — — MRS. MINNIE G. GORRELL, Superintendent 


VON ORMY COTTAGE SANATORIUM 

VON flPMV TCV*c 


VON ORMY, TEXAS 

FRANK C. COOL President 

R. G. McCORKLE, M.D., Med. Dir. 
W. R. GASTON Manager 
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*w»sns irizi. 


When writing please mention DISEASES OF THE CHEST 


A 1‘itiJj 


diseases op the chest 


1931 


The Treatment of Bronchia] Asthma by Intratracheal Injections of Iodized Oii- 


•(Contimied from page 1G). 


died. Three cases were lobar pneumonia 
in elderly persons; they recovered. The 
Roentgen ray examinations of the seven 
patients who recovered showed much oil 
in both lungs. Treatment was continued 
in four of them for months without re- 
currence of pnelimonia. 

There were no cases of edema, pleurisy, 
emphysema, or lung abscess following 
treatment, nor any evidence of infection 
having been carried into the lungs by the 
oil. 

One death has been reported following 
the injection of twenty c.c. of iodized oil 
due to the patient’s sensitiveness to it. 5 
In the patients treated none were hyper- 
sensitive to the oil. 

Summary of Treatment and Results 
Number of cases treated 260 

Group /. Cases complicated by condi- 
tions such as hypertrophic emphysema, 
pneumonoeoniosis, healed tuberculosis, 
chronic laryngitis and tracheitis with ex- 
treme sensitivity of the bronchi in which 
this treatment has proved of no value__60 

Group II. Cases not complicated with 
conditions specified 200 

(a) Completely relieved from one to 
eight years — 180. 

The average age was 39 years ; mini- 
mum — 5, and maximum — 72. The average 
duration of illness was 12 years; mini- 
mum — 4 months, and m a x i m u m — 4S 
years. The a'verage time under treatment 
was 10 months ; minimum — 3 months, and 
maximum — 34 months. 

(b) No satisfactory relief after at 
least six months’ treatment — 20. 

The average age was 37 years ; mini- 
mum — 14, and maximum — 72. The aver- 


mum— 1, and maximum 39. The average 
time under treatment was 12VL> months; 
minimum 5 months, maximum 33 months’. 
The average number of treatments was 
17; minimum — 6, and maximum — 39. 

Conclusions 

1. A l elation exists between the pres- 
ence of the pathologic secretion in the 
bronchial tubes and the asthmatic 
paroxysm. 

2. The relief which follows the removal 
of the pathologic secretion indicates a re- 
tention of some irritant in the tubes which 
is contributory to the asthmatic paro- 
xysm. 

3. Patients treated by intratracheal in- 
jections of iodized oil for bronchial asth- 
ma’ lost their clinical sensitiveness to 
former irritants. 

4. Ninety per cent of the patients in 
whom asthma was uncomplicated by the 
conditions specified have been completely 
relieved by this method for a considerable 
length of time. 

5. The treatment is a safe procedure 
and produces neither immediate nor re- 
mote damage to the lungs. 
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LAUREL BEACH Sfi , 

SEATTLE (On the Salt Water Beacf 

A private sanatorium fully equipped for the modem treatment of C 

Pneumothorax. Phrenectomy and Thoracoplasty Special diets v ^ 

rooms. Bates: From $25.00 per week up. Including medical care. 
FREDERICK SLYFIELD. M.D. JOHN E. NELSON. M.D. 
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WARD'S COURT 
San Angelo, Texas 
A Cottage Sanatorium for Tuberculosis. 
Sunshine, Dry Air, Ideal Altitude, 
Even Temperature. 

V7. D. ANDERSON, M.D Medical Director 

Address Mrs. R. P. WARD, Managing Owner 


St, Mary’s Sanatorium 

(Conducted by the Sisters of St. Joseph's, 
Carondelet, St. Louis, Mo.) 

Rooms with sleeping porches, running water, con- 
necting and private baths, nursing care, good food 
and reasonable rates. 


TUCSON 


ARIZONA 


CHENIK HOSPITAL 

3105 CARPENTER AVE., DETROIT, MICH. 

Phone: Townsend 8-1025 
An institution designed lor the proper care 
of tuberculosis patients at moderate rates. 
Thoroughly equipped for the medical 
and surgical treatment of tuberculosis. 


banning sanatorium 

Banning — California 

Modern in every respect and conducted in accord- 
ance with the high standards of an accredited 
institution. Individual bungalows and cottages with 
private baths. Registered nurses with special train- 
ing for the care of tuberculous cases. Nutritious food 
and tray service. Reasonable Rates. 

“Write for Booklet” 

A. L. BRAMKAMP, M.D., Medical Director 


CANYON SANATORIUM 

Nestled in the Foothills 
REDWOOD CITY, CALIFORNIA 

Ralph B. Schcier, M.D., Medical Director 


SUNNYSIDE SANATORIUM 

In the Hills of 
KERRVTLLE, TEXAS 

W. R. FICKESSEN. M.D , Med. Director 


DR. FARMER’S SANATORIUM 

SAN ANTONIO. TEXAS 

A climate unsurpassed in which to get well. A 
fascinating city in which to live. A home-like 
institution. Moderate rates. Artificial Pneumo- 
thorax given in suitable cases. Medical Director 
lives in Sanatorium. 

Address W. C. Farmer, M.D., Medical Director 
31 5 Gihbs Building, San Antonio, Texas 


MULROSE SANATORIUM 

"Pride of San Gabriel Valley ” 
DUARTE, CALIFORNIA 
MORRIS ROSEMAN, Superintendent 


Mountain View Sanatorium 

"Equitable All Year Round Climate’’. 

Registered nurse in charge. 

Open to all reputable physicians. 
LENA CLAREMONT, BN, Superintendent 
Kcrrville, Texas. 


San Angelo Sanatorium 

For the Care and Treatment of 
Tuberculous Patients. 

"Ideal All Year Climate” 

Mrs. J. S. FORRESTER, Manager. 

T. D. SHOTTS, M D., Medical Director. 
San Angelo, Texas. 





Rates SI 5. 00 per week and up 
Nurses care and medical attention included 


THE 

Long Sanatorium 

EL PASO, TEXAS 

MODERNLY EQUIPPED 
FOR THE CARE AND 

TREATMENT of TUBERCULOSIS 
IN ALL STAGES 

Write for Descriptive Booklet 

A. D. LONG, M. D. 

MEDICAL DIRECTOR 


DOCTOR: SEND YOUR NEXT PATIENT TO THE 


' ~ ruuA Ft cj-a . I Jr/VAlJSivT JU THE 

NORUMBEGA SANATORIUM 
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THE FAMILY PHYSICIAN 

Should remember several things about Tuberculosis. 

PULMONARY 

HEMORRHAGE / 

Often is your first indication 
of Tuberculosis. 

'Always' be sure before you ■ 
make a negative diagnosis. 
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ST. FRANCIS HOSPITAL AND SANATORIUM 


“ Home of Modern Sanatoria 5 
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National Methodist Sanatorium Sisters of Charity 

CRAGMOR SANATORIUM AND HOSPITAL ST. FRANCIS HOSPITAL AND SANATORIUM 
Non-sectarian Cragmor, Colorado Sisters of St. Francis 
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Colorado Springs, Colorado 
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dry climate. . . low average wind 
velocity . . . 2400-foot elevation 
. . . freedom from fog. 
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warm, high, dry air often arrest disease 
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dred and thirty-six sunny days a year’in 
this land of 2,400-foot elevation give Tuc- 
son a distinction as “the only spot in the 
United States having more than 80 per 
cent of the possible amount of sunshine. 



To Tucson’s natural gifts are added 
splendidly equipped hospitals and sanato- 
ria excellent hotels and housing accom- 
modations, and practically ever}’ outdoor 
sport and diversion 
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wish to have answered in detail. Or, send 
the coupon below for descriptive booklet 
and general information. This non-profit 
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I MAIL THIS , 

l r *^iutJtutc.-Gliutatc. Glue- I 

I Tucson ARIZ OnA } 
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radiologic examination with- 
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and unsatisfactory results. 
Council Accepted. 

Send for book "Lipiodol m 
Radiologic Diagnosis” 

E. rOTJGERA & CO., Inc. 
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INTRAVENOUS THERAPY 


PULMONARY CONDITIONS 

The field of therapeutic application of intravenous 
medication has yet to he explored. 

LOESER’S INTRAVENOUS SOLUTIONS 

afford physicians an opportunity to test out the value of well established 
remedies by a more modern and scientific method. The unerring ac- 
curacy of composition and uniformity of Loeser solutions furnish a 
means of safe and exact determination of therapeutic value. 
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GUAIACOL 0.2 gm. and Iodine 45 Mg. in 20 c.c. 
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HEMATONIC: Iron and Arsenic 64 Mg. Colloidal Iron Cacodylate 5 cc. 
LITERATURE AND COMPLETE LIST ON REQUEST 


LOESER LABORATORY 


23 West 26th St. 


New York City. 


Mead’s Standardized Cod Liver Oil 

Fine flavor, low fatty acid content 

High quality, biologically standardized, 250 Calories per ounce. 

Contains not less than 1800 vitamin A units per gram and not less than 175 vitamin D 
units per gram. Supplied in 4, 8 and 16 oz. bottles and 1 gal. cans. Samples on request. 

j In cases of lowered tolerance to fat Mead’s Cod Liver Oil 

MEAD PRODUCTS Fortified With Percomorph Liver Oil can be given in much 
v kNOT ADVERTISED smaller dosage, with the same vitamins A and D effect 
THE PUBLIC (6000 vitamin A and 850 vitamin D units per gram). 
~\ Supplied in 3 and 16 oz. bottles. Send for samples. 


! JOHNSON & COMPANY, Evansville, Indiana, U. S. A. 
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FOR THE FIRST TIME 


A PNEUMOTHORAX DIRECTORY 

Listing the Members of the 
FEDERATION OF AMERICAN SANATORIA 


who are qualified and equipped to administer 
artificial Pneumothorax 


(16 PAGES AND COVER.) 


i t 


A handy reference book for every physician 


•> > 


We are accepting orders now for immediate delivery. 


PRICE $1.00 


(Please use this coupon) 


FEDERATION OF AMERICAN SANATORIA, 

P. O, Box 1069, 

El Paso, Texas. 

I am enclosing a for $1.00, for which you will 

please send to me prepaid, a copy of your '1936 PNEUMOTHORAX DIRECTORY, 
listing the members of The Federation of American Sanatoria, who are qualified 
and equipped to administer artificial pneumothorax. 



This Open Letter is Addressed to Physicians and Officials connected 
with Industrial and Welfare Organisations.” 


COMMITTEE ON ECONOMICS 
FEDERATION OF AMERICAN SANATORIA 

[A National Association of Private Sanatoria and Chest Specialists ) 
MYRTLE AND VIRGINIA ST REE TS 
EL PASO,' TEXAS 

March 1, 1937. 

Gentlemen: 

... This * s fifteenth in a series of open letters addressed to physicians and 
0 ■{i c , I . a s we ^ aie organizations. If you did not receive the previous issues, we 
will be pleased to furnish you with copies upon request. 

It is the purpose of the Committee on Economics of the Federation of Ameri- 
can Sanatoria to bring to the attention of physicians and to those officials who 
see large groups of patients, the facilities which the private sanatoria of this 
country have to offer to the tuberculous. 

The first sanatoria in this country were established through private initiative 
and by private funds. We have come a long way since then, but our experience has 
taught us that individual private care can best be obtained in a private sanatorium. 

The pioneers in the fight against tuberculosis have been the physicians in the 
private practice of chest diseases. They have kept in step with the modern trends 
of diagnosis and treatment. They are today, the members of the Federation of 
American Sanatoria and you will find them listed in our recent Pneumothorax 
Directory. 

For your convenience, we have listed below the private sanatoria affiliated 
with the Federation of American Sanatoria. They are the finest private sanatoria 
in the United States and they are well equipped to cater to the welfare of your 
patients. Elsewhere, throughout this journal, you will find individual listings of 
these sanatoria. 

For further particulars address any of the sanatoria or write to the Committee 
on Economics of the Federation of American Sanatoria at the above address. 

Sincerely yours, 

COMMITTEE ON ECONOMICS, 
Federation of American Sanatoria. 


DIRECTORY OF PRIVATE SANATORIA AFFILIATED WITH THE FEDERATION 

OF AMERICAN SANATORIA 


ARIZONA 
'Phoenix 

Helen Lee Sanatorium 
Tucson 

Anson Rest Home 
Barfield Sanatorium 
Hillcrest Sanatorium 
St. Luke's In The Desert 
St. Mary's Sanatorium 

CALIFORNIA 
Banning 

Banning Sanatorium 
Southern Sierras San. 

Belmont 

California Sanatorium 

Duarte 

Mulroae Sanatorium 

Monrovia 

Mnryknoll Sanatorium 
“'^wumbega Sanatorium 
^■■mger Sanatorium 


rlum 



COLORADO 
Colorado Spring 
Crngmor Sanatorium 
Giockner Sanatorium 
National Methodist San. 
St. Francis Sanatorium 

Denver 

Bethesda 'Sanatorium 
Wheatrldge 
Lutheran Sanatorium 

ILLINOIS 

Chicago 

Chicago Fresh Air 
Hospital 
Springfield 
Palmer Sanatorium 
St. Johns Sanitarium . 

MICHIGAN 

Detroit 

Chenik Hospital 
NEW MEXICO 
Albuquerque 
Methodist Sanatorium 
SL Joseph Sanatorium 
Southwestern Presby- 
terian Sanatorium 
Demlng 

Holy Cross Sanatorium 


NEW -MEXICO 
Santa Fe 

St. Vincent Sanatorium 
Sunmount Sanatorium 
Valmora 

Valmora Sanatorium 

NEW YORK 
Loomis 

Loomis Sanatorium 
Saranac Lake 
St. Mary's of the Lake 
Lynch Nursing Cottage 
NORTH CAROLINA 
Asheville 

Amber Heights San. 
Elmhurst Sanatorium 
Farview Cottage San. 
Hillcroft Sanatorium 
St. Joseph Sanatorium 
Sunset Heights San. 
Violet Hill Sanatorium 
Zephvr Hill Sanatorium 
Southern Pines 
Pine Crest Manor 
OHIO 

McConnelsville 
Rocky Glen Sanatorium 


OREGON 
Milica tilde 

Portland Open Air San. 
PENNSYLVANIA 
Allcmvood 
Devitt’s Camp, Inc. 
TEXAS 
El Paso 

Hendrick-Laws San. 
Homan Sanatorium 
Long Sanatorium 
Price Sanatorium 
St. Joseph's Sanatorium 

Kcrrville 

Mountain View San. 
Sunnyside Sanatorium 

San Angelo 

San Angelo Sanatorium 

Ward's Court 

San Antonio 

Dr. Farmer's Sanatorium 
Grace Lutheran San. 

Von Ormj- 

Von Ormy Cottage San. 
WASHINGTON 
Seattle 

Laurel Beach Sanatorium 
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“The most important factor in diagnosis in 
the majority of cases of pulmonary tubercu- 
losis is keeping the disease in mind.” 

Laiurason Brown, M. D. 


Editorial Comment 


A Proclamation TUB Governor of Texas 
has set aside, by procla- 
mation, the month of April as ‘ Fight 
Tuberculosis Month " in Texas, declaring 
that the protection of the people is gener- 
ally recognized as one of the fundamental 
concerns of a government dedicated to 
the “general welfare”. He further states, 
“the dread disease of tuberculosis each 
year takes the toll of some of our finest 
citizens, young and old, rich and poor. 
Governor Allred's proclamation was made 
since the Texas Tuberculosis Association 
will sponsor an educational campaign 
during April, calling attention to the 
need of protecting children of high school 
age against the ever present danger of 
the great white plague. 

Governor Allred urged that every man, 
woman and child, of the state, learn the 
basic facts about this disease, and its pre- 
vention, especially in young people in 
order (hat it may in time be eradicated 
from within our borders. It is encourag- 
ing to have the Governor of a great state 
assist in such a manner. We have stated 
on other occasions, in these columns, that 
the control of tuberculosis should be car- 
ried out by the Public Health Principals 
as applied to other infectious and con- 
tagious diseases, namely, by the segrega- 
tion of the open case of pulmonary tuber- 
culosis. When this principal has been 
carried out the protection of not only 
the young, but of the entire population 


will have been carried out. Educational 
campaigns are of great value, we can 
teach the child better methods of living 
and self protection for his general health, 
but education will scarcely protect him 
from the dangers of infection,’ while we 
permit open cases of pulmonary tuber- 
culosis to spread the disease. c. M. H. 

Military The ASSOCIATION of Military 
Surgeons' Surgeons of the United States 
Exhibit announces the appointment of 
Mr. Robert Lewin as Director 
of its convention exhibits. 

Mr. Lewin has very successfully direct- 
ed the commercial exhibits of the Associa- 
tion of Railway Surgeons and the Ameri- 
can Association of Orthopaedic Surgeons 
for a number of years. This year he is 
also directing the commercial exhibit held 
in conjunction with the International 
Lever Therapy Conference at the Waldorf- 
Astoria, March 29th, 30th and 31st, 1937. 

The commercial exhibits of the Associa- 
tion of Military Surgeons have been creat- 
ing more attention each year and the 
exhibitors have found this to be a highly 
profitable meeting. 

Anyone desiring information in con- 
nection with the Military Surgeons 1937 
convention to be held at Los Angelo'?!/ 
October 14th to 16th, the Americaj^^i 
sociation of Orthopaedic Sur If 
held at the Biltmore Hotel, ' 

January 15th to 19th,, f 
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sociationxjf Kail way Surgeons meeting io 
be held. September 21st to 22nd at the 
Palmer House in Chicago, or the Inter- 
national Fever Therapy Conference, as 
above mentioned, should address: 

Mr. liobei't Lewie, 505 N. Michigan 
Avenue, Chicago, 111. r. ,t. m. 

Medication in In TUB application of llier- 
Pulmonary apeutic measures in tubev- 
Tubercnlosis culosis there is frequently 
a tendency upon the pari 
of most all of us to become too narrow. 
We are too prone to become satisfied 
with one line of treatment which we ap- 
ply as a routine to all patients without 
a proper study of the individual. 

There can be no question that some 
form of surgical treatment, preferably 
artificial pneumothorax if its application 
is possible, is indicated in a good majority 
of tuberculous individuals, and, indeed, 
is the treatment par excellence , but even 
where it can be successfully administered 
is it fair to the patient to fail to apply 
other measures which should add to liis 
chance of recovery, or at least encourage 
a more rapid improvement in liis general 
condition? 

There is a pretty generally accepted 
opinion that in almost all patients suf- 
fering with tuberculosis there exists a 
low blood calcium content, and it is just 
as generally believed that a surplus of 
calcium is needed in the proper healing 
of tuberculous lesions. If such is true, it 
is our feeling that in all cases, even though 
successful compression has been obtained, 
calcium should be administered for a 
time, the length of time depending, of 
course, upon the individual patient and 
the rapidity with which lie responds to 
treatment. 

In most every tuberculous patient there 
is a certain amount of secondary anemia. 
The extent of this should be determined, 
v>f course, by proper examination of the 

'"■viand when it is at all marked this 
v^houid have Iron and Arsenic, 
f^vjjent with secondary anemia 
\° ' 3<omlition. In most cases 


it should be given intravenously, as is 
true with (he calcium, because the results 
have been found to he much more satis- 
factory when it is given that way. 

In many patients the general condition 
of the flesh and strength is below par and 
these should be built up as rapidly as 
possible. A study of the vitamins should 
be made in these cases and such treat- 
ment applied as would seem most in- 
dicated. 

Cod Liver Oil is now supplied in many 
ways and is still one of (lie best remedies 
as a general builder in any condition 
where the patient is below par. It is none 
the less so in tuberculosis. We admit that 
many cannot tolerate Cod Liver Oil in 
its natural form but. in its concentrated 
form, prepared as we can now obtain it, 
some preparation will be found which al- 
most any patient can tolerate and it 
should be administered when possible. 
Haliver Oil and Viosterol can be used as 
a substitute for Cod Liver Oil when it is 
not well tolerated. Malt preparations and 
many, others, with which most physicians 
are familiar, should he used when in- 
dicated. 

Where the patient’s appetite is poor, 
the hitter Ionics are indicated in tuber- 
culosis just as in any other condition and 
should certainly be used. 

Our point in making these remarks is 
to emphasize that we should not depend 
too much upon one line of treatment, even 
in patients who are getting good results 
from the so-called “rest treatment”. These 
results would probably be more rapid it 
some of these other lines of treatment 
were added. Let us not become too narrow 
in the treatment of this disease. 

It. It. II., SH. 

Tuberculosis Editors' TiJH rot.l.oWINC were 
Association Elects elected to office for 
Officers (he year of by 

the Assoeiated edit- 
ors of Tuberculosis Publications: Presi- 
dent, Murray Kornfehl, El Paso. r le.vas, 
Managing Editor, "Diseases of the Chest ; 
First Vice-President, Hoy IV. ITenson. 
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State Sanatorium, Texas, Editor. “The 
Chaser ’; Second Vice-President, Myrtle 
Rockwool, Perrysburg, Few York, Editor, 
“Grit - Grin"; Secretary-Treasurer. Mrs. 
W. M. Harman, Verona, Few Jersey, 
Editor, “The Buzzer "; Board of Direc- 
tors: Lome L. Clentes, Howell, Michigan, 
Editor, " The Lamp Post"; Carey Hol- 
brook, Albuquerque, Few Mexico, Editor, 
“Health City Sun"; Suye Farita, Jit. 
McGregor, Few York, Editor, “ The Op- 
iomist"; William L. Sullivan, Howell, 
Michigan, Editor, “The Lamp Post"; 
and William H. Fitzimmons, Hamilton, 
Ontario, Canada, Editor, “The San- 
towmer”. 

Due to ill health, Mrs. Harman will not 
be able to assume office and Suye Farita, 
Jit. JIcGregor, Few York, will serve as 
the Secretary-Treasurer. 

It is the purpose of this organization 
to be of mutual assistance in obtaining 
and publishing material and data on 
tuberculosis and wherever possible to 
raise the standards of the member publi- 
cations. 

Diseases of the Chest is happy to be a 
member of this association and our Edit- 
orial Board appreciates the honor be- 
stowed upon our Managing Editor. 

C. M. H. 


Hoarseness Hoarseness is a condition 
found in various conditions 
affecting the proper functioning of the 
vocal cords. The condition should always 
be regarded seriously. It is our duty to 
ascertain why hoarseness is present and 
to determine the best methods for the 
removal of the cause. If we find re- 
mote and constitutional causes under- 
lying the local laryngeal condition, we 
will exhaust, in many instances, all diag- 
nostic agencies at our command, such as 
Wassermann tests, physical examination 
of the chest, x-ray study of the chest and 
larynx, a careful study of the heart, keep- 
ing in mind the possibility of hypertrophy, 
aneurism, enlarged mediastinal glands, 
Itnuors and foreign bodies. X-ray exam- 


ination of the larynx may reveal the 
presence of unsuspected foreign bodies. 
It should be remembered that the finding 
of tuberculous lesions in the lungs does 
not preclude the possibility of the patient 
having syphilis. 

Although many cases of hoarseness may 
he due to the presence of laryngeal tumors, 
malignant or benign, to syphilis, tuber- 
culosis and paralysis of different laryn- 
geal muscles, it is not to be assumed that 
there is no such thing as a simple acute 
or chronic catarrhal laryngitis. In the 
case of acute laryngitis, the diagnosis is 
simple, because of its short duration. In 
the cases of chronic hoarseness, the under- 
lying causes should be searched for, not 
forgetting, that chronic hoarseness is one 
of the early signs of a tuberculous in- 
volvement. o. M. H. 


Internal Conference In CONJUNCTION with 
on Fever Therapy the International Con- 
ference on Fever Ther- 
apy to be held at the Waldorf-Astoria 
Hotel on JIarch 29th, 30th, 31st, 1937, 
there will be a scientific and commercial 
exhibit staged. 

The clinics will be held at the College 
of Physicians and Surgeons, Columbia 
University, Few York City. 

A large attendance of fever therapists 
from all over the world is expected. A 
very interesting and instructive progi’am 
has been arranged and all of those who 
plan to attend the conference are urged 
to register promptly with the general 
Secretary, Dr. William Bierman, 471 
Park Avenue, Few York City. The regis- 
tration fee is §15.00. P. j. 




February, 1937 issue; Standardization 
of Tuberculosis Case Finding Proced?pSJ£ 
■in Schools , by Charles I. Silk; 


line 15; “Fourth, that the rgr ; 


lead to the discovery of fg>>^ 

SOUrCGS 1 VI 3> 
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Medical Economics 


The economic situation 
that worries the medical pro- 
fession today has worried the 
same profession since the 
dawn of civilization. The Greeks had a 
word for it, and took steps in the. fifth 
century B. C. to correct what they con- 
sidered an intolerable condition. The 
country was over-run by itinerant phys- 
icians who wandered from town to town 
caring for the sick. As soon as the ills of 
a given village were overcome, the doctor 
moved on, leaving the community without 
medical care. The wise ones of the country 
took up a purse and paid the medical man 
a salary to stay put. Thus was socialized 
medicine horn and it has lived with us 
ever since. 

Rome had no doctors, hut cured the 
ills of the populace by magic or religion. 
The one worked as successfully as the 
other, until the Greek medics filled up 
the country by the second century B. C. 
and allowed the victims to die without 
benefit of clergy. 

The Christians, however, built charity 
hospitals to care for the unfortunate. 
These were followed by the Guilds, whose 
institutions are preserved to this day. and 
led to our present sickness insurance, 
both private and state. 

In 1818 Germany passed Ileglislation 
establishing socialized medicine by a tax 
on the rich ; — the poor escaped. The phys- 
ician was paid a salary for his work and 
allowed a private practice. In 18S3 this 
same country passed a bill for compulsory 
health insurance. This type of legislation 
was followed by Austria in 1SS8 and by 
Hungary in 1891. By 1900 all the coun- 
ries of Europe including England had 
ome form of health insurance. 
vEussia is the only country in the world 
in which state medicine exists. 
x ~idoctor is on salary, is paid by 
\V- is under government super- 
V interesting to see how 


fhe entire economic experi- 
ment would ultimately work 
out, hut watching from the 
side lines, one feels that the 
Fascist countries will force the Soviet 
union into a defensive war and ruin the 
attempts so far made to establish the 
first socialist state in the present-day 
world. 

America is far behind the continent in 
any attempt to solve the medical economic 
situation. This is no doubt due to the fact 
that when our democracy was horn on 
the Atlantic seaboard eighty per cent of 
the people owned their means of liveli- 
hood, and the other twenty per cent 
worked for this eighty. The farmer, the 
blacksmith, the watchmaker, the baker 
and candlestick maker — all had their 
means of security. The apprentices who 
worked for them learned the trade and 
established a place of their own. The 
country doctor was a part of all this 
economic hook-up. If he didn’t get paid 
in money, he received its equivalent and 
was able to enjoy a rich life and do his 
part for humanity. This Utopia went on 
in much the same way until 1830 and 
from that period to 1870, as the indus- 
trial age made its fangs felt in man’s 
economic life, living conditions were be- 
coming more and more unstable for the 
average individual. Row twenty per cent 
of the people own all the wealth and the 
other eighty, per cent are working for 
them on salary or wages. Rot one of the 
eighty per cent owns the means of live- 
lihood. In other words, they couldn’t live 
on the property they own — because for 
all practical purposes they are without 
property. , 

The medical profession faces today the 
same situation that the captains of in- 
dustry find confronting them. In fact, 
organized medicine bears the same rela- 
tionship to the economic situation as does 
organized industry. And neither seem to 
see the handwriting on the wall. 


BY 

LEROY S. PETERS, M.D. 
Albuquerque, N. M. 



DISEASES OF THE CHEST 


1937 


Whenever a depression or a crisis oc- 
curs in the enonomic set-up, literature is 
filled with solutions for the vexing prob- 
lems. Economists, both lay and medical, 
fight for the privilege of curing the ills 
both of the flesh and of the body politic. 
If someone steps slightly to the left, he 
is immediately put down as a Communist, 
a Bed, a Bolshevik, or what not. The term 
means little. It is a title conferred on 
him who does not believe that this is the 
best possible of worlds. 

Organized medicine as represented by 
(lie American Medical Association stands 
for the capitalist in medicine. The men 
in the higher income group want no 
change — they are satisfied with things 
as they are. But here again we must face 
the fact that the higher income brackets 
represent only the minority of the practi- 
tioners of medicine. The average income 
before the crash in 1929 of one-third of 
the medical men of this country was less 
than §3,000 yearly, and of one-half, less 
than §3,800 yearly. These small-income 
doctors are already under socialized medi- 
cine, such as salaries or contract practice, 
or are starving in private practice. 

Faturally this group, like the salaried 
or wage-earning group in industry, are 
glad of any change that spells security 
for them. And the voice of the majority 
in any situation spells change whether 
you want it or not. 

The attitude of the American Medical 
Association — opposition to all attempted 
reforms with no constructive thought in 
lieu of these reforms — only adds fuel to 
(he flames and gets us nowhere. 

Even the American College of Phys- 
icians opposes this attitude by editorial 
comment in the Annals of Internal Medi- 
cine, and the American College of Sur- 
geons passed resolutions resenting such 
interference, but rescinded their action 
after pressure was brought to bear, stat- 
ing tiiat hereafter the economic affairs 
of organized medicine would be left to 
(he American Medical Association. This 
laisscz faire “it can't happen here” at- 
titude will bring the house of cards tumb 
ling on our heads and usher in socialized 


medicine, or worse, state medicine, in a 
capitalist society during the life-time of 
the present generation. 

When a patient calls his doctor he is 
paying for service the doctor has to sell. 
The doctor does or should give the pa- 
tient something for his money, and the 
patient should expect to pay for this 
something. It is a business arrangement 
which should be beneficial to both and 
both should have a voice in the arrange- 
ment. This, however, is not the attitude of 
organized medicine. The doctor and the 
doctor alone should be judge and jury 
and the patient made to like it whether 
or not. 

The world is full of large numbers who 
cannot budget for medical care. They can 
budget for groceries, clothes, rent, and 
all fixed expenditures, but disease is an 
unknown quantity. When it stalks into 
the home this group either has no medical 
care or contracts a large debt which it 
is unable ever to pay. The doctor and the 
patient both lose and both suffer because 
of the attitude of organized medicine 
which blocks a solution. 

The present chaos is the result of the 
industrial age. Each decade increases the 
cost of living; the luxuries of yesterday 
are the necessities of today, nor have the 
doctors neglected to add to the cost of 
medical care. 

In my early years, a mother could give 
birth to a baby in her own home. How she 
must be rushed to the obstetrical ward 
of some hospital. There the nurse watches 
the course of child-birth and calls the 
doctor in time to tie the cord and usher 
a neiv soul into this chaotic world. The 
medical attendant spends fifteen minutes 
where lie used to spend the night. Child- 
birth has been made easy for the doctor 
by added expense to the patient. At one 
time a child could be born for ten to 
fifteen dollars, where now it costs from 
one hundred to one hundred fifty, to /y 
produce no better offspring. In fact/?6^ s ' 
great obstetrician made the sta^^'rjj 
(hat chances of infection wej’g^ T"" " —C - < 
the general hospital than/AAf / 

( Continued to .. 'Jr 



DISEASES OP THE CHEST 


March 


Office Treatment of Pulmonary 
Tuberculosis 


, J™. . PA ™” "" 10 _ up tte diagnosis. Many a case 

o ice Mitli symptoms sug- of hyperthyroidism has gone 

gestive of some disease of the a. s cantor, m.d. under the name of pu ' lmonnvv 
Chest must have a complete and Scranton - Pennsylvania tllbercn]osis or nem . osis Th * e 


careful study. Unless the' histoi’y is care 
fully elicited and a complete examination 
made, with such laboratory studies as 
the history and examination may sug- 
gest, some important condition, the cause 
of the complaints, or an important con- 
tributory factor, may he overlooked. 

It is the plan of this office to have every 
patient, at his or her first visit, have a 
very careful and complete history taken 
before physical examination is begun. If 
this history suggests blood chemistry or 
other laboratory study, this is done before 
the patient is seen by me. In addition, our 
routine laboratory examinations consist 
of complete blood counts and urinalysis. 
The height, weight, temperature, pulse, 
respirations, vital capacity and blood 
pressure are recorded. The examination 
is begun in a systematic manner. First, a 
preliminary neurological. If this is done 
every time, inequality of pupils, abnor- 
mal reflexes and abnormal eye ground 
findings will not be missed. Examination 
of the nose and sinuses, if indicated, is 
then made. Chronic cough is frequently 
due to infection in the paranasal sinuses. 
A chronic bronchosinusitis has frequent- 
ly been mislabeled tuberculosis and I have 
had such cases referred to me for induc- 
tion of artificial pneumo-thorax. Careful 


same is true of the occasional simple thy- 
roiditis, which must he kept in mind. 
While one is observing the extended hands 
for tremors, he notes the absence or pres- 
ence of clubbing of the fingers, cyanosis 
or other signs in the fingernails. A study 
of the glandular system and physical 
examination of the chest, completely 
stripped, is begun. Measurements includ- 
ing the antero-posterior diameter and the 
width of the chest, help give a written 
picture of the shape of the chest. The pos- 
terior part of the chest is first examined 
with particular attention to the position 
of the spine and any abnormalities; to 
the absence or presence of tenderness. 
The question of undue prominence of the 
transverse process of the cervical vertebra 
or cervical rib must be kept in mind to 
avoid pitfalls in diagnosis. In addition 
to tenderness (Petruschky sign), the 
vertebra can be percussed for impairment 
(Koranyi sign). D’Espine’s sign can 
then be elicited; the size of the Kronig 
fields; the question of lagging; the ques- 
tion of impairment to percussion and the 
movement of the diaphragms. Ausculta- 
tion must be done in a quiet room. After 
careful listening, it is wise to have the 
patient cough after a full expiration and 
then take a deep breath. Rales otherwise 


study proved the patient entirely free of not heard may now he brought to light. 

' Sounds due to friction of stethoscope on 
a hairy chest must not be mistaken for 
rales. The right and left axilla are exam- 
ined in a similar manner, then the ante- 
rior portion of the chest. The breasts 
should be carefully palpated for possible 
lumps or, early malignancy. The heart 
should be examined. The cough, hemopty- 
sis, and easy fatigue of some patients 
with mitral stenosis has been mistaken 
for tuberculosis. The mitral murmur is 


tuberculous infection. Examination of the 
mouth requires careful study of the teeth, 
gums, tonsils and the lymphoid tissue in 
Waldeyer’s ring. Lymphoid tissue in the 
lateral walls of the posterior pharynx, 
cwhen inflamed, gives rise to temperature 
U non-productive cough. The thyroid 
“Abe carefully palpated and at the 
'"the pulse rate, the presence or 
\^raors and eye symptoms 
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sometimes difficult, to obtain except by 
changes of position or exercise. A rough- 
ened first sound at the apex, an accen- 
tuated second pulmonic or mitral con- 
figuration should put one wise. The chest 
is not completely studied until careful 
fluoroscopy has been made in a dark 
room. Where this is not conclusive, care- 
fully taken stereoscopic ‘ films should he 
made. The abdomen, rectum, and genital 
organs may now he studied. 

This careful examination will frequent- 
ly bring to light, conditions that other- 
wise would he overlooked. The patient, 
impressed by the care and pain you have 
takes, is in a psychological state to co- 
operate with your line of treatment. This 
is essential in chronic chest cases. A com- 
plete inclusive diagnosis should he made 
at the first visit, or where this is not 
possible, temperature records, sputum, 
sedimentation tests, or other laboratory 
studies should he carried out so that an 
accurate, all-inclusive diagnosis can he 
made. Then one must outline the ti’eat- 
ment. Whenever possible, give patients 
written directions. It is surprising how 
much more carefully patients will carry 
out orders given in this manner, than 
when the perfunctory method of telling 
them a few things to do and a prescrip- 
tion to get filled is carried out. 

It is sometimes stated that when in 
doubt, the diagnosis of pulmonary tuber- 
culosis should be made and the patient 
treated as an element of safety. This is 
not wise. In our imperfect social order 
a wrong diagnosis places a heavy burden 
on the patient. Such an individual may 
have difficulty in associating with his 
friends or in obtaining proper employ- 
ment. Some individuals develop phthiso- 
phobia which is almost as bad as the 
disease itself. One should be more than 
moderately certain when a diagnosis of 
tuberculosis is made that the patient is 
afflicted with that disease. No one single 
test, except presence of bacilli, can be 
considered pathognomonic. 

I would warn against the type of hunch 
described by Dr. Victor Heiser in his “An 
American Doctor's Odyssey,” in which 


hq would attempt to diagnose pregnancy 
by the fact that a strand of hair on the 
left side of an immigrant woman’s head 
hangs dull and lifeless over her left ear; 
or hernia by a man’s gait; or valvular 
heart disease by ridged nails. To avoid 
pitfalls, one must keep in mind the most 
common things such as tuberculosis, 
bronchial asthma, bronchiectasis, pleural 
effusions, emphysema and bronchosnusi- 
tis. If careful examination excludes these, 
then the more uncommon conditions such 
as abscess, malignancy, syphilis, acti- 
nomycosis, dermoid cyst, etc., should be 
considered. 

Clinical Examples 

A boy of IS (J. L.) came to see me 
March 26, 1936. His family and social 
history were irrelevant. He lived on a 
farm. Since the age of three he had had 
bronchitis, which became worse every 
winter. The only childhood disease was 
pertussis. During the last few winters 
when he acquired a cold he had profuse 
foul expectoration, which was consider- 
able in amount on arising. In warm 
weather his symptoms subsided. He now 
complained of night sweats, loss of weight, 
and marked asthenia. He had been at 
absolute rest for a period of two months. 
The boy is 63%" in height, weight 85% 
pounds ; temperature 99.2 ; pulse 144 ; res- 
pirations 40; vital capacity 1100 cc. ; 
blood pressure 106/88. He appeared ex- 
tremely emaciated. Neurological exam- 
ination and that of the eyes and ears 
wore negative. There were caries of the 
tooth. His tonsils were absent. There were 
no thyroid symptoms. Width of the chest 
23cm. and anteroposterior diameter of 
the chest 16 cm. Physical examination 
of the chest disclosed a multiplicity of 
findings. There was hyperresonance in 
parts and flatness in others with all types 
of rales. The fluoroscope showed presence , 
of air and fluid in right pleural spa 
There was also an exudative mass ^ 

opposite lung. The sedimentatk^%?" " i v 
vei-y rapid going down to 3p^V.< / 

hour. Leukocvte count 1< 
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cent polys, 6 per cent small lymphs and 
2 per cent large lymphs. 1500 cc. of a 
foul smelling pus was removed. Sputum 
and pus carefully studied, including cul- 
ture methods, showed haemolytic strep- 
tococci and an absence of tubercle bacilli. 
Whenever a great deal of pathology is 
found with clinical evidence of active 
bacterial infection in the lungs, careful 
repeated examinations of the sputum 
should show tubercle bacilli, and when 
these do not, one may safely exclude tu- 
berculosis. In addition, this boy’s history, 
leukocytosis and high poly count and 
absence of apical involvement should have 
been sufficient to exclude it. He was re- 
ferred to a local hospital where stereo- 
scopic films were made of his chest and 
laboratory studies done. It was concluded 
that he had advanced pulmonary tuber- 
culosis and was to be discharged since 
nothing could be done for him as the con- 
dition was too far advanced for any type 
of treatment. In view of my examination, 
however, I insisted that the interpreta- 
tion of the x-ray was wrong, especially 
in view of the fact that including animal 
inoculation, no tubercle bacilli could be 
found. The boy was referred to the sur- 
gical department of Temple University 
where Ur. W. Emory Burnett on June 
24, 1.936, did a rib resection for the right 
sided empyema and on July 22, oh the 
left side. The patient improved consider- 
ably, but unfortunately the prolonged 
drainage of pus from the bronchial tree 
produced bronchiectasis in both lower 
lobes. Because of the probability that the 
boy would not be well unlelss this was 
eradicated, that he would continue to 
bring up foul expectoration and run the 
■Chance of the local pathology spreading 
to the other tissue, and that he would 
either die of extensive bronchiectasis with 
its associated pneumonitis, or possibly 
develop a metastatic brain abscess, lobec- 
vtomy was considered. This was performed 
^Nvtember 7th and although the hoy is 
XjTemple Hospital under the obser- 
\Drs, Burnett and Chevalier 
^arosnects now are for com- 


plete recovery. Laboratory studies of 
specimens removed disclosed no evidence 
of tuberculosis. 

On December 8, 1933, a man (Wm, 15. 
M.) was referred to me as to the advis- 
ability of artificial pneumothorax. He 
was supposed to have had pneumonia fol- 
lowed by an abscess and now he had night 
sweats, evening temperature, cough, and 
felt tired. Important points in the physi- 
cal examination : impairment of the upper 
left and middle portion of the right lung, 
impure breathing central portion, impure 
breathing on the left side, slight enlarge- 
ment of the heart with accentuation of the 
second pulmonic sound and soft systolic 
murmur at the apex. Examination of the 
sputum on three consecutive occasions 
was negative for tubercle bacilli. My diag- 
nosis was mass at the base of the right 
lung, probably lung abscess. He was 
placed at rest for observation, gained 
four pounds in weight, and seemed im- 
proved. X-ray studies showed a primary 
growth in the middle lobe with suppura- 
tive lesion in the lower lobe. He was 
referred to Dr. Howard Lilienthal for 
pneumonectomy. Biopsy of material ob- 
tained by bronchoscppy showed squamous 
cell carciuoma. On February 19, 1934, the 
right lower lobe was removed. It showed 
multiple abscesses and no carcinoma. He 
died March 7, 1934, and the post mortem 
by Dr. S. Jarcho showed : “1. Squamous 
cell carcinoma in stump of right lower 
lobe bronchus with very slight infil- 
tration and no metastases. 2. Acute 
fibrinopurulent pleuritis over right up- 
per lobe and right middle lobe and dia- 
phragm. 3. Small area of bronchopneu- 
monia in right middle lobe. 4. Acute sup- 
purative pneumonia in left upper lobe 
with many small abscesses. 5. Parietal 
thrombus on wall of left auricle at site 
of ligation of pulmonary vein. 6. Infarcts : 
spleen, kidney and liver.” 

The termination of this case was very 
sad. It showed, however, the futility of 
treating the patient as a tuberculous 
patient. 

I was requested to express an opinion 
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about the advisability of sending a young 
man of 24 lo a tuberculosis sanatorium, 
the diagnosis having been made in the 
State Clinic and having included stereo- 
scopic x-ray studies. My examination 
showed considerable pathologic findings 
in the base of the lungs with repeated 
negative sputum, and definite suppura- 
tion of the paranasal sinuses. This led to 
a diagnosis of bronchosinusitis and pos- 
sible bronchiectasis, which was confirmed 
by Dr. Chevalier Jackson of Philadel- 
phia who after bronchoscopic drainage 
felt that the suppurative bronchitis would 
probably be relieved by subcutaneous in- 
jection of an autogenous vaccine made 
from the pus obtained from suction of 
the bronchial tree plus eradication of the 
sinus infection. Dr. Chevalier Jackson 
reported that the aspirated secretion 
showed no tubercle bacilli and one cul- 
ture showed non - haemolytic staphylo- 
coccus, non hemolytic gray streptococcus, 
and pneumococcus. Dr. W. Edward 
Chamberlain of the Department of Radio- 
logy at Temple, reported in his conclu- 
sions, “The localization and type of bron- 
chiectasis in this case is quite characteris- 
tic of that which is secondary to upper 
respiratory tract infection.” The x-ray of 
the sinuses showed “Pansinusitis of the 
hyperplastic type with involvement of the 
lei t maxillary antrum much greater than 
that of any of the other sinuses.” 

These are a few of the interesting cases 
that show the error of jumping at conclu- 
sions. It likewise disproves the idea that 
x-ray is an infallible method of diagnosis. 
X-ray is one of the most important links 
and methods used in the diagnosis of 
diseases of the chest. It is not “the be all 
and end all” of diagnosis. The personal 
element in diagnosis will never be dis- 
placed by mechanical instruments. One 
must also remember there are x-ray films 
and x-raj' films ; there are roentgenolo- 
gists and roentgenologists. 

Of course, the finding of tubercle bacilli 
is absolutely pathognomonic, but in the 
absence of tubercle bacilli, the x-ray plus 
hemoptosis or other clinical findings are 


extremely important. One must recall that 
hemoptosis does not always mean tuber- 
culosis and many patients have spent 
years in sanatoria because of this one 
sign who at post mortem showed no evi- 
dence of pulmonary tuberculosis. 

Where an occupation of an individual 
subjects him to inhalation of dust like 
rock dust, etc., pneumouokoniosis must 
be kept in mind. Silicosis is common in 
the Anthracite regions. Silicosis is not 
h preventor of pulmonary tuberculosis, 
;my more than bronchial asthma, emphy- 
sema, or any infection of the respiratory 
tract. When two or more conditions of 
the chest exist, the difficulty of diagnosis 
js multiplied. The diagnosis of pulmonary 
tuberculosis having been made, one must 
decide whether the amount of involve- 
ment is far advanced, moderately ad- 
vanced, or only minimal; whether it is 
unilateral or bilateral ; whether with 
cavity formation or without cavity for- 
mation; whether associated with pleural 
thickening, etc.; whether the patient is 
mildly septic or is free of temperature or 
seriously ill. One must check on body 
weight; the presence or absence of infec- 
tion elsewhere in the body; social status 
and psychological condition of patient 
and members of the family. A certain per- 
centage of patients will not do well at 
home. These should be referred to a sana- 
torium. The sanatorium selected, whether 
it be free or pay, should be one that is 
well equipped. It should have an x-ray 
department with a competent roentgeno- 
logist to properly interpret films, and a 
laboratory. The institution must have 
either resident physicians or full time 
men. A tuberculosis sanatorium that de- 
pends only on visiting chiefs without any 
physician at the institution is unfit to 
care for such a patient. The institution 
must be prepared to give artificial pneu- 
mothorax or oleothorax where indicated 
It would of course, be ideal if such a r 
institution either had, or were \nrJ0^ 
affiliation with, a surgical *• 

for the surgical care, for e Wv^ / 
gel 1 y is pnf. ■mrHnsifor) anfbs 5^ / 
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Some Practical Aids in the Diagnosis 
of Pulmonary Tuberculosis 


Ins always well to begin The very characteristic chill, 

any diagnostic approach with Ej stitch in the side, high fever 

a good history. I once heard CHAMPNEYS h. holmes, m.d. and prostration ’ of 

an eminent chest specialist At!anta ' Georgia nia is well known. Likewise 

state that he could he reasonably assured the typical paroxysm of cough with suf- 


after taking a thorough history whether 
or not the pulmonary disease from which 
the patient was suffering was tuberculous 
or non-tubereulous. A careful and well 
taken history not only unfolds the story 
and evolution of the patient's illness ; not 
only depicts the’ chronological parade of 
significant events and developments; but 
it gives you the social, economic and mor- 
al background of that individual. This 
is so often important. The history itself 


fusion of the face, vomiting and the char- 
acteristic whoop of whooping cough is a 
picture not easily to be forgotten. There 
is no need for more than passing mention 
of the picture so famaliar to ns all seen 
in a severe asthmatic seizure. A produc- 
tive cough with onset before the age of 
ten and after the age of forty years is 
most likely not due to tuberculosis. A 
productive cough for many years with 
little impairment of the health is a- com- 


is not infrequently highly suggestive if 
not diagnostic of the disorder with which 
you are confronted. Here are a few 
examples wherein the history serves in 
this way. An individual complaining of 
a slight cough of three months duration, 
of gradual loss of weight, of noticing a 
definite tired feeling or loss of pep, of 
having on one occasion coughed up a 
mouthful of blood, of having had an at- 
tack of pleurisy five years ago, an anal 
fistula two years ago which is still drain- 
ing, and whose mother died from tuber- 
culosis — such an individual is without 
question suffering from pulmonary tu- 
berculosis and no further examination is 
required to make this diagnosis. Another 
patient has developed chills, fever, 'and 
sudden but copious expectoration of foul- 
smelling sputum ten days following an 
operation for removal of tonsils. This 
history is strongly suggestive of lung 
abcess. Again an individual having a 
cough with expectoration of large quanti- 
ties of sputum over a period of many years 
with Jittle impairment of the general 
X. health indicates that a chronic bronchial 
xsease, such as, bronchiectasis, is 
^ost likely disorder in this case. 

—>rc the Troupe County Medical 


monly recorded story in fuso-spirochetal 
disease. When cough, rapid decline in 
health, blood spitting, slight wheezing, 
and pain in the chest develops in an in- 
dividual past middle life, cancer of the 
lung should be strongly considered as the 
condition confronting you. 

Fow I should like to give a few com- 
ments on two or three symptoms common- 
ly .encountered in pulmonary disease. 
First, cough : It is Avise to view any cough 
persisting over a period of three months 
as due to tuberculosis until proved other- 
wise. Where severe coughing with profuse 
expectoration is due to tuberculosis, you 
may feel assured that the disease is in a 
far-advanced stage. While a slight hack- 
ing cough is most frequently noted in 
early tuberculosis, there is no cough 
characteristic of tuberculosis. In very 
early disease there is no cough and even 
in advanced disease cough may be slight 
or absent. A patient often denies a cough 
but admits cleai’ing of the throat with 
expectoration. A morning cough with 
mucoid expectoration is fairly common 
among the excessive users of tobacco and 
dwellers in a city where carbon in the 
atmosphere abounds. The sputum in these 
cases is often brownish to , black. Xow 
another most important symptom is 
hemoptysis or the coughing and spitting 



1937 


DISEASES OF THE CHEST 


out of blood. The occurance of this with- 
out an obvious explanation is presump- 
tive evidence of the presence of pulmo- 
nary tuberculosis, and in over 90 per cent 
of the cases this diagnosis will be con- 
firmed by subsequent examination. It 
must be kept in mind, however, that blood 
spitting may be encountered in other 
conditions, some of wiiicli are pneumonia, 
lung abcess, new growth, bronchiectasis 
and certain forms of heart disease. Final- 
ly, along with hemoptysis, another symp- 
tom highly suggestive of tuberculosis is 
pleurisy. Every case of pleurisy without 
an obvious explanation and particularly 
the wet variety — pleurisy with effusion — 
should also be considered presumptive 
evidence of a tuberculous infection and 
these individuals should be handled ac- 
cordingly. It is my opinion after study- 
ing many cases of tuberculosis over a 
number of years, that a great many of 
the so-called attacks of pneumonia in the 
past were in reality attacks of pleurisy. 

In performing the physical examina- 
tion it is essential that it be done in quiet 
surroundings. A satisfactory examination 
of the chest can not be made otherwise. 
A doctor having offices in one of the 
modern office buildings should reserve 
an inside room for this purpose. Probably 
the most important point in making a 
satisfactory chest examination, and the 
one that is most often violated, is con- 
centration. Failure of concentration is 
like “looking up,” in golf. Thinking of 
the game of bridge that night or the fish- 
ing trip tomorrow while percussing or 
listening to the chest, precludes proper 
interpretation of these arts. I find it of 
practical value to orient the heart first. 
Also I find that a quick comparison of 
the two lungs before a meticulous ex- 
amination is made proves to be most 
helpful. My readers probably do not have 
to be reminded of the importance of the 
expiratory cough. It is of such paramount 
importance, however, that I feel obliged 
to make mention of it. The fine crepitant 
rales of an early infiltration can be heard 
only in this manner. Generally speaking, 
I believe light percussion of greater value 


than heavy or medium, and would like 
to emphasize the importance of feeling 
the resistance to the fingers when percus- 
sing. Creditable percussion can be done 
by a deaf person for this reason. Fluid 
in the young patient is often overlooked 
because the characteristic absent or sup- 
pressed breath sounds are not present. 
The most valuable physical sign in these 
cases, and in fact most all cases, is the 
wooden flatness of the percussion note. 
I have observed a similar percussion note 
over an infiltrating carcinoma. It is a 
practical point, worth keeping in mind, 
that the fluid in patients under ten years 
of age is usually purulent. I believe the 
most valuable sign in detecting small 
areas of consolidation is the use of the 
wdiispered voice — traveling rapidly over 
the chest w’itli the bell of the stethoscope. 

No chest condition is thoroughly and 
completely studied without the use of 
x-ray films. Caution is advisable because 
of the danger of poor films. Poor films 
not only fail to reveal the trouble, but in 
themselves may be misleading. I believe 
a flat film should be studied in addition 
to the stereo films, as the latter have a 
tendency to minimize the findings. The 
information obtained from lateral view 7 S 
must not be overlooked. Tubei*culous 
glands behind the heart are seen only on 
such films. With experience, considerable 
proficiencj 7 can be obtained with the 
fluoroscope. The fast screen that we have 
at the present time is a considerable ad- 
ditional advantage. The taking and study- 
ing of serial films particularly upon serial 
view 7 boxes gives a running story of the 
case that is most graphic and illumi- 
nating. 

The most practical and the most valu- 
able laboratory examination is the exam- 
ination of the sputum. The material is 
readily available; the process requires a 
short time to perform, calls for no elabc 
rate equipment, and gives significant an. 
tangible findings, 
fusiform organism 
tic fibers are the 
ings looked for. A 
(C-~— 
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Manometry in the Conduct of Artificial 
Pneumothorax 


BV 


When Saugman in 1906' 
introduced manometry into 
the practice of inducing ar- SYUXrv JAC0, ss, Bs - M - B * 
tificial pneumothorax, he New Orleans, Louisiana 
converted a previously unsafe procedure 
into a surgical operation whose risks 
could be reduced to a minimum. The 
earlier workers in the field of collapse 
therapy, notably Carlo Forlanini and 
John 11. Murphy, were obliged to induce 
pneumothorax without benefit of this 
valuable technical assistance. It is more 
than a coincidence that pneumothorax 
therapy became more generally accepted 
after this time. 

Unfortunately too little attention has 
been paid to the recording of intra-pleural 
pressures and to the information gained 
from studying them. The physiological 
principles and their application are rel- 
atively simple and need only a fairly 
brief discussion. 


In the “potential” space existing be- 
tween the visceral and parietal pleurae 
there is normally a tension which reflects 
the inherent elasticity of the lung tissue. 
Atmospheric air enters the bronchi, dis- 
tends the lung and causes it to adhere 
closely to the chest wall ; as the lung be- 
comes distended, there is produced the 
natural reaction which is that of recoil 
of the distended elastic tissue of the pul- 
monary parenchyme. The chief factor re- 
sponsible for the production of the intra- 
pleural pressure is therefore the inter- 
play of the pulmonary distension and the 
elastic recoil of the lungs. Anything caus- 
ing diminution of pulmonary elasticity, 
such as emphysema, will reduce the intra- 
pleural pressure; anything increasing the 
compression of the lung, such as ataleota- 
sis, will increase this intra-pleural pres- 
sure. During respiration, there is a cycli- 
^'xyariation in intra-pleural pressures. 


■neumothoro.v Clinic of Touro Infirmary 
x cnt of Medicine, Tulane University 
x ^t!'v Orleans, Louisiana. 


In inspiration, the muscular 
contraction causes the tho- 
rax to expand, move air is 
permitted to enter the lungs, 
and the bronchi are distended with air; 
therefore the atmospheric pressure in the 
bronchi is much greater than the pressure 
in the pleural space, and the intra-pleural 
pressure accordingly falls below that of 
the atmosphere. During expiration, the 
thorax contracts, air is forced out of the 
bronchial tubes, the elastic recoil of the 
lungs causes the pulmonary alveoli to 
collapse, and the pressure in the intra- 
pleural space approaches that of the at- 
mosphere although it does not quite equal 
it. Ou most systems of registration, the 
pressure of the atmosphere is recorded as 
“neutral” or “zero’’; therefore any pres- 
sure which falls below that of the atmos- 
phere must be lower than zero or “nega- 
tive,” and any pressure above (hat of the 
atmosphere must be “positive”. In this 
sense, a so-called “suction” or “negative” 
pressure in the thorax is only one below 
that of the atmosphere. During inspira- 
tion, the intra-pleural pressure is general- 
ly 6-10 cm. below that of the atmosphere 
or is “minus 10 to minus 6”, while on 
expiration it is normally 4 to 7 cm. below 
that of the atmosphere or is “minus -1 to 
minus 7”. When pressures are to be de- 
termined, thq subject should always as- 
sume the same posture; changes in pos- 
ture of the subject are associated with 
variations in the intra-pleural tensions. 

To determine the intra-pleural pres- 
sure, there are needed a needle, a water 
manometer and rubber tubing to connect 
the needle to the manometer. These are 
incorporated into the modern pneumo- 
thorax apparatus as a rule. Generally the 
manometer consists of a U tube filled 
with water. Theoretically the bore of the 
manometer should he the same as that 
of the needle, hut this is not feasible. The 
manometer tubing should be of 3-o mm. 
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inside diameter, and if a needle corres- 
pondingly as small as that were used, it 
would not register the fluctuations pro- 
perly. So small a needle might he easily 
corroded or occluded by water from the 
sterilizer or by blood or tissue encountered 
in the puncture of the chest wall inci- 
dental to the performance of pneumotho- 
rax. Too large a needle would cause ex- 
cessive traumatism to the chest wall. Most 
authorities insist on a needle of 17-20 
gauge; in the Pneumothorax Clinic of 
Touro Infirmary, it is customary to em- 
ploy a 19 gauge needle. The connecting 
rubber tubing should be as short as is 
practicable for the apparatus employed. 
If it is too long, slight changes in pressure 
will not he recorded on the water mano- 
meter quickly enough to be detected in 
the usual procedure. 

As the needle is passed through the 
anaesthetized chest wall, there will he 
no fluctuations of the fluid in the mano- 
meter until the tip of the needle lies just 
outside the parietal pleura. Here there 
will he seen slight fluctuations about 
the atmospheric level (0), but these do 
not indicate that the needle has pene- 
trated the pleura. This point is most im- 
portant to bear in mind. As soon as the 
needle has penetrated the parietal pleura, 
there will be seen free fluctuations of the 
fluid in the manometer. Inasmuch as 
these free fluctuations constitute the sole 
assurance that the needle lies safely with- 
in the layers of the pleura, they must be 
definitely present before air is permitted 
to flow into the pleural sac. Such assur- 
ance is the only means known for avoid- 
ing the occurrence of air embolism and 
puncture of the lung, the two most for- 
midable accidents of pneumothorax ther- 
apy. 

The operator will notice that the fluc- 
tuations of the manometeric fluid cause 
displacement upward in one limb and 
downward in the other. Most manometers 
to-day are calibrated in terms of centi- 
meters. It is important to record the en- 
tire displacement of fluid; therefore if 
only one limb of the manometer is ob- 
served for its fluctuations, the displace- 


ment on this side must be doubled to 
obtain the ‘True” 3 ntra -pleural pressure. 
Unless this is done universally, any dis- 
cussion of intra-pleural pressures will re- 
quire an explanation of the values ob- 
tained; i. e. whether the reading is for 
one limb or for the entire fluid displace- 
ment. Those not accustomed to using 
manometers will avoid confusion at first 
by reading the values on the limb of the 
manometer not attached to the needle in- 
serted into the pleural cavity. On this 
limb, displacement of the fluid above the 
zero mark indicates positive pressures, 
while displacement below the zero mark 
indicates negative pressures. 

It is advisable to record the pressures 
only on quiet respiration. After the needle 
has been securely inserted between the 
layers of the pleura, the heights of the 
columns on inspiration and on expiration 
should be determined. The air is then al- 
lowed to flow into the pleural cavity. It 
will be noticed that as air enters the 
pleural cavity, there will he a change of 
pressure because of pleural distension and 
pulmonary compression. If too much air 
is insufflated, these pressures will equal 
or exceed that of the atmosphere. When 
it is considered to-day that the tendency 
among pneumothorax workers is to in- 
duce a collapse of low-pressure levels, it 
becomes obvious that regulation of intra- 
pleural pressures by attention to mano- 
metry is most important. 

At times, a free fluctuation of the fluid 
in the manometer cannot be obtained. If 
the characteristic snap has been appre- 
ciated, and the needle has been apparent- 
ly passed through the parietal pleura, the 
absence of fluctuations should suggest 
three possibilities: The needle may be oc- 
cluded (in which event the stylet should 
be used to cleanse it gently) or the tip 
of the needle may have passed through 
the visceral pleura into the parenchyme 
of the lung or there may be no free pleural'/ 
space because of adhesive pleuritis. yjffi 
fluctuations can be obtained a£*xy^ 
needle has been shown to b p'.y^ / 
needle should be withdrawv^^ / 
in anoth 0 ” Tf i 
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given previously some air, it will he pos- 
sible to aspirate some form the pleural 
sac; if the patient has never been treated 
bv pneumothorax before this, there will 
obviously not be such assistance. Occa- 
sionally minor fluctuations, as from minus 
2 cm. to plus 2 cm., will be obtained when 
the tip of the needle lies within the subs- 
tance of the lung itself. It is not wise to 
permit passage of air into the chest un- 
less the possibilities of adherent pleuritis 
and lung perforation have been elimin- 
ated. In either event, it is wiser to elect 
another site for pneumothorax. It should 
always be borne in mind that some pa- 
tients have never any free pleural space 
and are therefore unsuited for pneumo- 
thorax at any time. 

Once a definite pneumothorax has been 
established, and there are no complica- 
tions, a given amount of air at regular 
intervals will produce about the same 
change in intra-pleural pressures. If a 
patient receives 500 cc. air once a week 
and his intra-pleural pressures vary from 
minus 10 to minus 3 cm. before air is in- 
sufflated and minus 2 c. to 0 at the con- 
clusion of the treatment, the same re- 
cords should be obtained at each sitting. 
There will naturally be some slight varia- 
tions from week to week, but if these 
variations are marked, the operator should 


able to maintain a fairly even degree of 
pulmonary collapse over a relatively long 
period of time without addition of air or 
if there is marked variation in fluctua- 
tions of the manometer with respiration. 
If the pressure is very high before air is 
permitted to enter the pleural sac. and 
there is obvious dyspnea, there is pro- 
bably excessive mediastinal displacement 
because of a “high-tension” pneumotho- 
rax. Aspiration of air from the pleural 
sac is accompanied by relief of symptoms 
in such an event. If a patient has a spon- 
taneous pneumothorax, the amount of air 
to be withdrawn at a time can be judged 
largely by the reduction in intra-pleural 
pressures achieved. 

Bunta has properly compared the in- 
formation afforded by the intelligent use 
of the manometer to that offered by the 
instrument panel of the aviator. The 
aviator is handicapped, but is not help- 
less, when he does not receive signals 
from the ground. In the same way, the 
pneumothorax operator prefers not to 
dispense with the use of the. x-ray, but 
when this is not available he can conduct 
pulmonary collapse by noting the varia- 
tions in the intra-pleural pressures and 
by interpreting them in light of the phy- 
siological principles applying to pneumo- 
thorax therapy. 


think of the occurrence of complications. 
The intra-pleural pressure is a valuable 
guide on such occasions. If in such a 
patient as described above, the same start- 
ing pressure is obtained but only 300 cc. 
air suffice to bring the pressure to the 
level formerly reached after the insuffla- 
tion of 500 ce. air, there is some encroach- 
ment on. the pleural sac. Accumulation 
of fluid or the presence of adhesions are 
the most common causes. If fluid is pres- 
ent, it will be noted that before any air 
is injected, the pressure may be almost as 
high as it was lit the completion of the 
last artificial pheumothorax. If after a 
v 'mall amount oljair is injected, the pres- 
\tends to r|e abruptly, the needle 
^N^jPobapijIwithin a pocket formed 
Qj® is justified in suspect- 
of fluid, if a patient is 


Sum mary 

1. The use of the water manometer has 
made induction of pneumothorax much 
safer. 

2. Without obtaining free manometer 
fluctuations, the operator is not certain 
that the tip of the needle lies in the 
pleural sac. 

3. The normal intra-pleural pressure 
varies from minus 10 to minus 6 cm. on 
inspiration and minus 7 to minus 4 cm. 
on expiration. 

4. As air enters the pleural sac, the 
intra-pleural pressure slowly increases. 
If this increase does not occur, the tip o 
the needle has perforated the visceral 

(Continued to page 2G) 
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Tobacco and Tuberculosis 


Infection 

The use of tobacco is so wide 
spread, and so many conflicting 
statements regarding its effects 
on health and disease may be heard, that 
a brief review of the existing knowledge 
of the relationship of tobacco and tuber- 
culosis may be of interest to physicians 
caring for consumptives. Although the 
possibility of the transmission of tubercle 
bacilli in "spit tipped” cigars has been 
demonstrated, this constitutes more of an 
aesthetic than a hygienic factor, as it is 
unlikely that actual clinical infection and 
disease has been often produced in this 
manner. The transmission of the germs 
from one mouth to another in passing the 
"peace pipe” or otherwise sharing smok- 
ing utensils, as well as in lighting cigar- 
ettes for one another by taking a puff, 
may more often be incriminated. 

The general carelessness so apt to he 
associated with the use of tobacco, es- 
pecially in such matters as coughing and 
expectorating without regard to the aes- 
thetic or hygienic sensitivities of one’s 
neighbors ma'y be particularly dangerous 
if the tobacco user happens also to have 
an open pulmonary tuberculosis, as the 
germladen expectoration may he scattered 
freely and endanger the health of others. 
This is especially true of tobacco chew- 
ers, as raw tobacco, has been proved to 
support viable tubercle bacilli for weeks, 
but may also be the case with smokers, 
since the possible disinfecting action of 
the smoke is so superficial and transient 
that it cannot be expected to have any 
effect on the dangerous bacilli in the 
sputum. 

Tuberculosis in the Trade 

A high incidence of tuberculosis among 
workers in tobacco has been repeatedly 
reported, and some writers have attemp- 

Mo show that the chronic irritation of 
co dust may be a factor in lower- 
' v ^tance of the people employed. 

however, no such excess 


of tuberculosis among tobacco 
workers has been found, and it 
appears probable that the condi- 
tions previously' described were 
consequences of the crowded, dark, damp 
and dusty conditions under which the 
poorly paid employees, mainly cigar 
makers, were compelled to work in earlier 
3 r ears, rather than due to any specific 
effect of the tobacco itself. The fact that 
cigar making was for so long an occupa- 
tion employing large numbers of persons 
on a piecework basis at sedentary work 
which could be readily learned and under- 
taken by individuals physically incapable 
of holding more strenuous manual jobs 
may account, moreover, for a tendency for 
individuals already tuberculous to drift 
into this vocation, and thus swell the ap- 
parent toll of the disease in this field. 

With the introduction of machinery in 
tobacco manufacturing and the organiza- 
tion of the workers in this trade, condi- 
tions have changed from the sweat shops 
of a generation ago, and sanitary condi- 
tions among some of the newer cigarette 
factories have been describd so enthu- 
siastically that it is unlikely that the 
white plague will continue to spread in 
this industry. Out among the neglected 
districts of many a “Tobacco Koad,” the 
high incidence of tuberculosis similarly 
reflects the poverty and ignorance of the 
poor tobacco growers, rather than any 
dangers inherent in the occupation. 

Lowered Resistance 

The effect of tobacco smoking on resis- 
tance to tuberculosis is difficult to eva- 
luate. That certain dusts, more especially 
those containing silica, tend to lower the 
resistance of the body against previously 
arrested or later acquired tuberculosis 
has been generally observed. The dusts of 
vegetable origin, and particularly carbon 
dust; such as might be expected to be 
found in tobacco smoke, is more often 
considered to produce a relatively harm- 
less anthracosis, which, although it may 
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predispose to bronchitis and emphysema, 
affords, if anything, a slightly increased 
resistance against tuberculosis. The 
chronic inflammation of the upper res- 
piratory tract that so often accompanies 
smoking might also be expected, a priori, 
to lower resistance to the implantation of 
the infection in these tissues, but there 
is no proof available that this is true, or 
even that the reverse may not be the case, 
instead. Several studies have revealed a 
lower vital capacity among smokers, as 
compared with abstainers, but the dif- 
ferences are small, and in at least one 
investigation the reverse was found to 
be true. 


Deleterious Effects 

Although it may not be proved that 
smoking actually predisposes to infec- 
tion of the lungs with tuberculosis, it 
seems that it may lead to more frequent 
localization of tuberculous involvement 
in the larynx. Not only do statistical in- 
vestigations show a higher incidence of 
laryngeal lesions among the patients re- 
porting that they use tobacco, but clini- 
cians repeatedly report that patients re- 
cover from this complication more readily 
if they abstain from smoking. As similar 
improvement is reported followine the 
“silence*' or laryngeal rest treatment, it 


lit’, 7 


seems plausible to charge the deleterious 
effects here noted to the irritative factors 


ft 


in the smoke. 


The acceleration of the pulse rate, fre- 
quent extrasystoles and accentuated sinus 
arrhythmia, hacking cough and hoarse- 
ness, and loss of weight, which so often 
Result from tobacco smoking, may simu- 
late or accentuate the symptoms of tuber 
eulosis, even to the extent of ohscurimr 
the true diagnosis, whether or not they 
exert much influence upon the actual 
course of the disease in the average case. 
Well controlled quantitative studies of 
the effect of tobacco on the course of pul- 
monary tuberculosis are lacking, hut the 
judgment of phthisiologists is almost 
unanimous that it can do no good, and 
may do harm, although it is too often im- 
possible to prevail upon the patient to 
abandon the habit, even when its dangers 
are recognized and emphasized. 

It has been stated that the discipline 
and self control required to follow the 
cure successfully is strengthened by strict 
abstinence and that those who continue to 
smoke are less apt to follow the other 
minutiae of the cure to a successful con- 
clusion. Fire hazards and other consid- 
erations often underlie the regulations 
against smoking in many institutions, but 
intelligent cooperation is needed for their 
enforcement. 
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skillfully done is practically a painless 
procedure and should always be done 
where fluid or pus is suspected. It has 
been my experience that the so-called un- 
resolved pneumonia is in most instances 
due to the presence of pus and the explo- 
ratory needle will reveal it. The injection 
into the bronchial tree of iodized oil is 
being done a great deal today; and the 
information afforded by this method is 
of untold value. Many a case of lung 
abcess, bronchiectasis, and neoplasm have 
been revealed by its use. It is well to 
mention here that this procedure lias 
considerable therapeutic virtue in many 
cases of bronchial disease. What has been 
said of the iodized oil injections can also 
be said of bronchoscopy. When confronted 


with a puzzling or obscure chest condi- 
tion or when dealing with a patient hav- 
ing profuse purulent expectoration, do 
not forget the bronchoscope. 

In conclusion, may I emphasize again 
the importance and significance of the 
ihtra-cutaneous tuberculin or Mantoux 
test. A negative test in an adult is an 
extremely valuable aid in ruling out tu- 
berculosis; and a positive test in the 
very young usually signifies the exposure 
to an open case of tuberculosis in the im- 
mediate environment. The tubei’culin of 
choice is a purified protein derivative 
known as P. P. D. At the present time its 
cost is somewhat prohibitive; but let’s 
hope that soon its universal use will 
standardize this valuable test the world 
over. 


SEE BACK INSIDE COVER PAGE FOR SPECIAL 
SUBSCRIPTION OFFER. 


DAVIDSON’S 

PNEUMOTHORAX 
APPARATUS 

(Designed by Dr. Louis R. Davidson, New York City) 

This instrument was designed to supply the 
medical profession with a simple, practical, 
foolproof, portable apparatus that can be used 
to full advantage under all circumstances in 
the physician’s office, the hospital, or the 
patient’s home. 

This apparatus is preferred by an increasing 
number of physicians now using the lung 
collapsing technique in the treatment of 
tuberculosis, because of its many advantages 
—initial filling under theoretically exact con- 
ditions — ref ills correctly measured — produc- 
tion of high intrapleural pressure when 
required — removal of air from pleural cavities 
as in spontaneous Pneumothorax. 

All functions that any pneumothorax apparatus 
may be called upon to render, are performed . 

. by this instrument. 
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FEDERATION OF AMERICAN SANATORIA 

(A National Association of Private Sanatoria and Chest Specialists) 
MYRTLE AND VIRGINIA STREETS 
EL PASO, TEXAS 

February 1, 1937. 

Gentlemen: 

This is the fourteenth in a series of open letters addressed to physicians and 
officials of welfare organizations. If you did not receive the previous issues, we 
will be pleased to furnish you with copies upon request. 

It is the purpose of the Committee on Economics of the Federation of Ameri- 
can Sanatoria to bring to the attention of physicians and to those officials who 
see large groups of patients, the facilities which the private sanatoria of this 
country have to offer to the tuberculous. 

The first sanatoria in this country were established through private initiative 
and by private funds. We have come a long way since then, but our experience has 
taught us that individual private care can best be obtained in a private sanatorium. 

The pioneers in the fight against tuberculosis have been the physicians In the 
private practice of chest diseases. They have kept in step with the modern trends 
of diagnosis and treatment. They are today, the members of the Federation of 
American Sanatoria and you will find them listed in our recent Pneumothorax 
Directory. 

For your convenience, we have listed below the private sanatoria affiliated 
with the Federation of American Sanatoria. They are the finest private sanatoria 
in the United States and they are well equipped to cater to the welfare of your 
patients. Elsewhere, throughout this journal, you will find individual listings of 
these sanatoria. 

For further particulars address any of the sanatoria or write to the Committee 
on Economics of the Federation of American Sanatoria at the above address. 

Sincerely yours, 

COMMITTEE ON ECONOMICS, 

Federation of American Sanatoria. 
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NORTH CAROLINA 
Asheville 

Amber Heights San. 
Elmhurst Sanatorium 
Farview Cottage San. 
Hillcroft Sanatorium 
St. Joseph Sanatorium 
Sunset Heights San. 
Violet Hill Sanatorium 
Zephyr Hill Sanatorium 
Southern Pines 
Pine Crest Manor 
OHIO 

McConnelsville 
Rocky Glen Sanatorium 


OREGON 

Milwaukle 

Portland Open Air San. 
PENNSYLVANIA 
Allcnwood 
Devitt’s Camp. Inc. 
TEXAS 
El Paso 

Hendrick-Laws San. 
Homan Sanatorium 
Long Sanatorium 
Price Sanatorium 
St. Joseph's Sanatorium 

Kerrville 

Mountain View San. 
Sunnyside Sanatorium 
San Angelo 
San Angelo Sanatorium 

San Antonio 

Dr. Farmer’s Sanatorium 

Groce Lutheran San. 

Von Ormy 

Von Ormy Cottage San. 
WASHINGTON 
Seattle 

Laurel Beach Sanatorium 
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CHEST 

(A MONTHLY PUBLICATION) 


“The most important factor in diagnosis in 
the majority of cases of pulmonary tubercu- 
losis is keeping the disease in mind.” 

Lazvrason Brown, M. D. 


Editorial Comment 

Public During tub past two decades 
Health • tlie program of Public Health 
has broadened considerably. The 
stress of hygenic effort has tended to 
shift from community to individual. This 
has been partly due to new methods of 
disease control made possible by advances 
in immunoulogy. By this shift and em- 
phasis the importance of the practitioner 
has been greatly increased. Immunology 
has now provided preventative inocula- 
tion against diphtheria and typhoid fever, 
as well as against small pox. The success 
of the campaign against tuberculosis by 
organized case finding, as well as preven- 
tion, has led to organized campaigns 
against cancer, heart disease, venereal 
diseases and mental illness. The drive 
against syphillis and other venereal dis- 
eases is being particularly emphasized at 
the present time by the Surgeon General 
of the United States Public Health Ser- 
vice. 

There has been a shift in recent years 
of emphasis in practical medicine, from 
treatment to prevention. This shift must 
he recognized and accepted by the practi- 
tioner because he should hold the key to 
the situation. Just as the drive against 
tuberculosis, in many instances, took the 
situation out of the hands of the private 
physician because he was not alert to the 
changing aspect of things, medically, he 
should now hold himself in readiness to 
meet these new organized drives and hold 
first place by cooperating in every way 


that will actually improve the public 
health. c. m. h. 

Economics in It has always been a 

Sanatorium puzzle to us why a mu- 

Control nicipality would ex- 

pect other municipalities 
which have sanatoria to contract for their 
tuberculous citizens at a figure less than 
what it would cost them to build and 
maintain their own institution. 

Why sanatoria now in operation should 
want to enter into such contracts has 
also been a puzzle to us; and yet there 
are many institutions which are accept- 
ing patients from other municipalities at 
less than the actual per diem cost of 
operation. Where these institutions are 
tax-supported, naturally the deficit is 
paid for by the tax-payers who maintain 
the institution. In the case of privately 
owned institutions, the patients who pay 
the regular fee must make up this deficit. 

In figuring the per diem cost per pa- 
tient, many institutions are wont to esti- 
mate only the cost of food and medical 
care. We wish to remind these institu- 
tions that such an estimate does not con- 
stitute the complete cost of operation 
since the cost of buildings, equipment, 
depreciation, replacements, and insur- 
ance are not taken into consideration. 
These, as well as a fair return on the 
capital invested, must be included in any 
comprehensive estimate of the per diem 
cost of operation for any institution. 
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Although this would increase the costs 
to the municipalities who do not have 
their own sanatoria and who desire to 
contract for the care of their tubercu- 
lous citizens, it would still he less ex- 
pensive than the cost of building and 
maintaining new institutions. 

The State of Colorado, at the last elec- 
tion, voted to establish a fund for the 
hospitalization of its tuberculous citizens 
in existing sanatoria throughout the 
state. This seems to us to be good common 
sense. 

As a possible remedy for some of these 
conditions, we believe that a national 
conference, with adequate representation 
from every sanatorium, should be called. 
At this conference, plans should be for- 
mulated which would effect a working 
basis, fair to each of the institutions 
concerned. 

Recent surveys show that some states 
have a long list of patients waiting for 
admittance to sanatoria while other states 
have vacant beds. Why can’t some plan 
be worked out, through a federal regis- 
tration bureau, so that every available 
bed will be utilized in our fight against 
tuberculosis? 

A conference as suggested above, could 
lay the groundwork for the establishing 
of such a bureau. 

Instead of state competing against state 
and county competing against county for 
the building of beds and more beds; let 
us have more intelligent cooperation and 
let us make full use of the present facili- 
ties in a concerted fight against tuber- 
culosis. M. K. 

Asthma As A CAUSE of death bronchial 
asthma is not particularly sig- 
nificant ; as a cause of serious illness and 
invalidism it is an extremely important 
disease. It has been estimated by Soud 
that approximately three and one-half 
per cent of all persons in the United 
States suffer from hay fever or asthma. 
Others have placed this figure at five per 
cent. Often the patient has hay fever dur- 
ing early adulthood and asthma in late 
middle life. It is said that there are more 


than half a million cases of asthma 
tantly in this country. 


f 

cons- 


It is believed that asthma results from 
the interplay of two factors — one an in- 
herited tendency (diathesis), the other 
an acquired reaction to some specific 
allergen or allergens. Concerning 1 the 
inherited factor we can do nothing for 
the individual patient. Concerning the 
acquired factors — hypersensitivity to 
specific allergens— we may be able to do 
two things. By appropriate tests — intra- 
dermal tests, scratch tests, elimination 
diets, etc. — we can determine what sub- 
stances are causing the patient’s asthma. 
If we can then separate the patient from 
these substances he will have no more 
asthma. Failing to do this — and often 
such separation is an impossibility — -we 
must proceed along other lines. 

It is often possible to desensitize the 
patient to the chief offending substances 
causing his asthma. This is done by giv- 
ing — by mouth, by injection, or by other 
means — minute doses of the allergen — so 
minute that they cause no outwardly 
discernable reaction. Gradually such 
doses are increased until at last the pa- 
tient can tolerate the amounts of this 
specific substance which he meets in his 
usual daily routine. Such desensitization 
treatment is fairly effective and should 
be tried in all cases. In the interim 
between onset of asthma and the time 
of complete desensitization the patient 
may have many attacks of asthma. For 
these he will be in urgent need of symp- 
tomatic relief. Inability to draw into the 
lungs the necessary amount of air gives 
the patient a terrible fear of suffocation, 
causing insomnia, nervousness, and often 
leading to a definite neurosis with loss 
of economic independence. For these rea- 
sons effective symptomatic treatment as- 
sumes a position of great importance in 
the handling of asthmatic patients. 

A recent addition to the various meth- 
ods of symptomatic treatment has been 
the inhalation of adrenalin chloride in 
1-100 solution as advocated by Graeser 
and Rowe. 
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A Warning! In THE SURGE of our enthu- 
siasm for collapse therapy, 
there lias arisen what I feel is a decided 
need for proclaiming a warning. In no 
sense do I mean that we have created a 
Frankenstein that threatens to boome- 
rang destructively against us. Collapse 
therapy is the order of the day. It has re- 
volutionized the care, treatment and re- 
habilitation of the tuberculous sick; and 
is lifting the curtain of despair to permit 
the rays of hope and courage to beam 
from a more distant horizon. It should 
be administered however by only those 
who have familiarized themselves with 
it. Therein lies this caution. It is not for 
the inexperienced tyro. The indiscrimin- 
ate and unskilled plunging of needles into 
the thoracic cavity is fraught with dan- 
ger, and likewise tends to discredit this 
most laudible procedure of collapsing the 
lung — Pneumothorax. The performance 
of the simple operation on the phrenic 
nerve, calls for a skilled technique and a 
profound knowledge of the anatomy of 
the vital structures exposed in a resection 
of the neck. The training in collapse ther- 
apy is readily available, and let it again 
be urged that only those who are compe- 
tent, engage in it. c. H. H. 

Health Undoubtedia’ within the next 
Insurance few months the question of 
Health Insurance will come 
up as an added provision of the Social 
Security Act. 

Becently, a letter by the President of 
a leading state medical society, has come 
to our attention. This letter, in our opi- 
nion, approaches the subject in an ideal 
manner. The letter was addressed to The 
Social Security Board. The letter is as 
follows : 

“The medical profession of (Blank) 
has read with considerable interest the 
announcement that a study of health in- 
surance is to be carried out by your board. 
We desire to cooperate with you in any 
survey that you make, and believe we can 
assist effectively. 

“We are ever mindful of our responsi- 
bility to provide our people with the best 


possible medical service at reasonable cost. 
To that end, you will find us receptive to 
new methods for service distribution, 
provided they adhere to the basic tenets 
of better medical care. 

“In a general way, the profession is op- 
posed to health insurance for the reason 
that it believes such measures result in 
a system of inferior medical service at no 
saving in cost, and place physicians under 
the supervision and control of a lay 
bureaucracy, as has been done repeatedly 
in those countries where it has been in- 
troduced. 

“Physicians are quite willing to admit, 
however, that there is real need for a 
better distribution of medical service to 
the low-wage earner and to the indigent. 
This group is no longer a small by-product 
of society which can be cared for gratis by 
the medical profession. At times, demands 
of these groups fdr free medical service 
reach the proportions of a Frankenstein. 
We do not wish to be obstructive in any 
movement which provides serious consi- 
deration of the public welfare, and you 
will find us more than willing, to assist 
in a carefully-planned study of ways and 
means to deliver better medical care. 

“In the health provisions of the present 
Social Security law, our medical society 
has cooperated wholeheartedly. We be- 
lieve that our program for public health, 
matei’nal welfare, child health, crippled 
children, and venereal disease is at least 
on a par with that of any other state, and 
in this program the medical men of 
(Blank) are taking a most active part. 

“We offer our assistance in conducting 
a study of health insurance needs and 
their application in (Blank) and can as- 
sure you that we are organized to take an 
active and effective part. We are ready 
to experiment in specific projects or plans 
which you might propose. 

“Finally, we respectfully urge your 
board not to endorse any plan for health 
insurance without careful study in which 
the medical profession will be given a 
full opportunity to participate, criticize 
constructively, and evaluate.” c. m. h. 
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More About the Endocrines, in the Active Treatment ® 
Of Pulmonary Tuberculosis* pakt il 


My hypothesis on the ac- 


ing the fymphatic diathesis. If 


t,ve treatment of pulmonary =* snc h is the case, there is one 

tuberculosis with endocrines R "■ ““*™. M ”' thing certain-tliat scrofulous 
needs further explanation and T ““ children rarely develop pnlmo- 

I propose to attempt this by using anato- nary tuberculosis in later life and when a 
mical and biochemical reasoning. lung lesion does occur it runs a very mild 

In reviewing the medical literature on course and tends to cicatrization, a fact 
tuberculosis one is finally impressed with which was already observer bv clinicians 
the looseness and ambiguity of the terms several generations ago. 
constitutional pre-disposition , resistance , We must also remember that other 

relative immunity and immunity , when in children who do not present cliaracteris- 
all probability there is no real existance tics of the lymphatic constitution are also 


of specific immunity per se. If the func- able to resist this disease, thus explain- 
tions of the endocrines are the factors ing a difference of degree in “vital resis- 
, ib the determination of predisposition or tanee,” if we assume that the approximate 
/ resistance to active tuberculosis, I might number and degree of virulence of the 
suggest that for the sake of convenience micro-organisms causing the infections 
and uniformity we speak of “vital re- are the same. 

sistance” of the individual, which is nee- A comprehensive understanding of the 
essarily relative in degree. migration or movements in vivo of the 

We can only hope for inactivity and tubercle bacillus should be gleaned from 


are the same. 

A comprehensive understanding of the 
migration or movements in vivo of the 
tubercle bacillus should be gleaned from 


the arrest of the disease, either spon- the following : Whether the micro-organ- 
taneously or through active medical or ism gains entrance by way of the nose, 
surgical treatment, and not for a positive throat and month, bronchi, or intestinal 
cure. tract, it is “picked up” by the lym- 

In connection with this theory I made phalics and deposited in the regional 
mention of the controlling powers of the lymph -nodes. This function is essential 


endocrines over the lymphatic system and 
will later refer to their controlling in- 
fluence over the enzymes. Tuberculous 
lymphadenopathy known by the ancient 
name of scrofula bears a relationship to 
tuberculosis in later life according to re- 
cent information. Since the lymphatics 
do sentinel duty for the body, and since 
the endocrines are so important in body 
economy and metabolism, a controlling 
influence of the latter over the former 
must exist if infections are to be dealt 
-with satisfactorily. 

Bartel and Eschrich have shown that 
scrofula is a form of infantile tuberculo- 
sis which occurs only in subjects possess- 

•“Published with the permission of. the Medical Di- 
rector of the Veterans Administration, who assumes 
no responsibility for the opinions expressed, or the 
conclusions drawn by the writer.” Continued from 
January, 1937, Vol. HI, No. 1. ' 


to human existence. 

Studies carried out in Dr. Allen K. 
Krause's laboratories in Baltimore have 
shown the presence in the walls of the 
larger bronchi of small nests or pockets 
of lymphatic tissue, covered only by a 
thin layer of bronchial mucosa. Krause 
believes that these islands of lymphatic 
tissue drain the bronchial mucosa; that 
tubercle bacilli which invade them are 
carried thence through lymphatic chan- 
nels into the thoracic duct which, in turn, 
conveys them to the venous blood stream 
in the neck, whence they ultimately find 
lodgement in the pulmonary tissue by 
way of the pulmonary artery. It is quite 
conceivable that pyogenic organisms also 
find their way into these islands of lym- 
phatic tissue, whence they, too, may reach 
the lung by way of the pulmonary artery. 

These small islands of lymphatic tissue 
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may also lie invaded by a more virulent 
organism which destroys the lymphatic 
1 issue and the contiguous pulmonary tis- 
sue, resulting in suppuration and des- 
truction. 

The destruction of these pockets of 
lymphatic tissue by a bronchogenic spread 
or extension of the infection could well 
result in multiple saccular dilatations of 
the bronchi or in honeycombed cavita- 
tions. 

1 agree with the above in part but am 
satisfied that nature did not intend such 
an easy surrender to so formidable a foe 
as the tubercle bacillus. My belief is that 
the virus under the circumstances of or- 
dinary infectioii penetrate the mucosa 
of the larger bronchi, are retarded in the 
submucosal islands or nests, and from 
there are carried through lymphatic 
channels into the regional lymph glands 
known as traclieo-broncliial lymphnodes 
— situated in the chest. 

The manifestations of scrofula, active 
traclieo-broncliial lympliadenopathy or 
inesentric tuberculous lympliadenoma, 
would indicate a local fight on the part 
of these glands as a result of some degree 
of virulence of the micro-organism or 
some degree of impairment of the en- 
docrine balance, or both. These micro- 
organisms are carried to the lymphatic 
glands by afferent vessels; they might 
escape the first line of defense, and then 
be carried out into the efferent lymphatic 
vessels into the next gland, and this un- 
doubtedly explains why several of the 
glands are involved. They may be so small 
as to be hardly palpable, but in others 
they become visible, and in extreme cases, 
two chains of enlarged glands are seen 
on both sides of the neck adherent to one 
another and to the skin. 

Fow an important factor to my mind 
is the next step — the invasion of the body 
by the micro-organism. While these are 
retained by the lymphatic glands in ac- 
tive disease, a -bitter struggle ensues, but 
some of the micro-organisms are “spilled” 
into the venous blood and are carried by 
means of veins to the right side of the 
heart and thence to the lungs by means 


of the pulmonary artery. This phenome- 
non does not necessarily indicate collapse 
of “vital resistance.” The lymphatic 
glands are supplied with arteries and 
veins as all tissues of the body are. Even 
though the proximal lymphatic channels, 
or terminal efferent lymphatic vessels, 
would pick the tubercle bacilli up, they 
would still be conveyed to the right side 
of the heart and thence to the lung paren- 
chyma by way of the pulmonary artery. 

This phase of advancement of the bacilli 
from the lymphatic vessels to the lung 
by way of the pulmonary artery is either 
misconstrued or misrepresented in most 
data on this subject. The Ghon spoken 
of so often is described as the primary 
focus, but in reality is one of the foci in 
the secondary stage. It becomes necessary 
to digress a little at this point to explain 
further this dissemination in the body of 
the tubercle bacilli. The pulmonary artery 
carries impure blood through the lungs 
for oxidation (giving off CO 2 and taking 
up 0) and expelling any innocuous micro- 
organisms that happen to be present at 
that time. Therefore, to serve this phy- 
siological and protective purpose, the ter- 
minal branches of this vessel must consist 
merely of a very thin, delicate, and per- 
meable wall or membrane. Periarterial 
lymphoid aggregations occur but they 
may lie scarcer around arteries in which 
the blood current is swifter than around 
the veins, in which the current is con- 
siderably retarded. It is at this point in 
the arterial bed of the lung that implan- 
tation of the tubercle bacilli takes place, 
and the lesion is a tubercle or Ghon, in- 
volving one or more lobules. Here again 
if germs should escape and not enter the 
terminal bronchioles, alveolar passages, 
or alveoli, they would be engulfed by the 
lymphatic vessels and brought to the re- 
gional lymph glands rather than be al- 
lowed to escape into the lung parenchyma. 
This lymphoid tissue surrounding the 
veins inay be more ample because foreign 
and irritating materials that enter the 
alveoli through the inspirator}' act, must 
be acted upon and removed if they escape 
from the veins. Some of the micro-organ- 
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isms may circulate through the pulmo- 
nary veins directly from the pulmonary 
artery to the left side of the heart, thus 
completing their travel through the lesser 
circulation, thence through the aorta and 
its branches, precipitating hematogenous 
metastases in the bones, joints, kidneys, 
etc., via the greater circulation. The Ghon 
is, therefore, one of the secondary lesions, 
as it will be designated in this article, 
and it tends to disappear spontaneously 
and completely, or to become calcified as 
do the lymphatic glands, because the “vi- 
tal resistance” is high because of a satis- 
factory function of the endocrine glands 
which prevent the inroads of the virus 
or stimulate repair when damage is done. 

It is stated that the bacilli are not 
walled off as securely in the Ghon as was 
formerly thought, l3y absorption of the 
calcium and magnesium barriers, the 
bacilli may again become reactivated 
locally, or transported to the right side 
of the heart through the lymphatics or 
veins that drain the lymphatic glands to 
(he lung tissue, establishing in either case 
active pulmonary tuberculosis. This re- 
presents the phase of isolated organ tu- 
berculosis, so often referred to as the 
tertiary stage. Here is where the first 
really serious break in the designated 
“vital resistive forces” of the human or- 
ganism takes place, and the tubercle ba- 
cilli assume the ascendency. 

The following is the crux of the situa- 
tion producing the lung lesion or lesions 
known as active pulmonary tuberculosis. 
According to Aschoff, the terminal bron- 
chioles divide into respiratory bronchio- 
les, under which term are understood 
those bronchioles which are lined by 
ciliated or cubical epithelium on the side 
on which the artery lies while alveoli are 
present on the other side. The respiratory 
bronchioles subdivide into similar res- 
piratory bronchioles of the second and 
third order. Each respiratory bronchiole 
of the third order divides dichotomouslv 
into two alveolar passages, which contain 
muscle in their walls. The alveoli pass- 
ages each divide dichotoinously into two 
further orders of alveolar passages and 


these finally terminate in the alveolar 
sacs, which are devoid of muscle; more- 
over, active phthisis does not begin as a 
catarrh of the small bronchi, as some be- 
lieve, but as an infiltration, a caseous 
bronchopneumonic process involving one 
or more lobules of the parenchyma, trans- 
forming the normal porous air-containing 
and resonant lung into solid non-resonant 
tissue. At this state the alveoli are filled 
with exudate, or the interstitial tissues 
contract and compress the alveoli, finally 
obliterating them altogether. So long as 
the infiltration remains beneath the mu- 
cous membrane of the bronchi, the en- 
trance of air into the alveoli of the af- 
fected area is not interfered with very 
much, while in the rest of the lung it is 
freely circulating. 

It is only when the caseous material 
of the infiltrate softens and breaks 
through the Avail of the bronchus, thus 
permitting the entrance of air into the 
diseased focus proper, that rales can be 
heard on auscultation. At that time tu- 
bercle bacilli make their appearance in 
the sputum. When Ave hear rales Ave may 
be sure that Ave are dealing with a more 
or less advanced stage of the disease — 
caseation and softening already having 
taken place. Many vaunted schemes and 
so-called sovereign remedies of the past 
and present haA-e ignored the traditional 
therapeutic triad in the management of 
the disease. Best, fresh air, and good food 
on the contrary become an essential part 
of this treatment as Avill be shown later 
on. This is Avliat Fishberg has to say in 
his textbook on pulmonary tuberculosis, 
Volume I, page 126: “In the search for 
the factors predisposing to phthisis many 
have looked into the metabolism of the 
body stating that tuberculous infection 
is harmless in the vast majority of per- 
sons, so long as the metabolic processes 
are normal; only Avhen certain disturb- 
ances occur in this regard can phthisis 
deA r elop. It is, hoAvever, a fact that in the 
enormous literature on the subject of tu- 
berculosis, we cannot find an exhaustive 
study of the metabolism of persons af- 
fected Avitli the disease, and hardly any- 
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thing about the metabolism in the so- 
called pre-tuberculous stage.” 

Immunity attempts have been carried 
out along the following lines : 

1. By injecting virulent tubercle bacilli. 

2. By injecting avirulent or attenuated 
tubercle bacilli. 

3. By injecting dead bacilli. 

Administering tlie latter will probably 
do no harm and certainly no good, but 
injecting virulent or avirulent tubercle 
bacilli or introducing them into the hu- 
man body by any method is not only inef- 
fective in producing immunity, but ex- 
tremely dangerous. We are waging a fight 
to prevent infections and the above 
methods (lumbers 1 and 2) would be 
producing infections instead of encour- 
aging the desired immunity. Healing in 
tuberculosis must come from two sepa- 
rate processes : fibrosis and calcifica- 
tion — fibrosis from tlie fixed tissue cells 
and calcification by chemical reaction 
and deposition of lime and magnesium 
salts. A third method of healing, but little 
recognized until recently, is that of ab- 
sorption, somewhat analagous to the re- 
solution seen in pneumonia. 

The ductless glands preside over these 
functions through enzymic action. These 
enzymes are scattered throughout the 
body and are probably specific; and 
whether they are insufficiently produced 
or relatively weak because the necessary 
stimulating influence of the endocrines 
are lacking, their administration to ac- 
tive tuberculous patients is encouraged, 
either in combination or as a single gland 
product, if unquestionable experimental 
and clinical data will establish their act- 
ual worth. There is no depletion of cal- 
cium in the blood plasma in tuberculosis ; 
the difficulty comes from lack of its uti- 
lization. 

Conclusions: 

1. I am in complete agreement with 
Krause who states that in the submucosa 
of the larger bronchi, small nests or 
pockets of lymphatic tissue exist which 
are protective in nature, and I believe 


that the tubercle bacillus penetrates the 
mucosa of the larger bronchi. This point 
of penetration and the involvement of the 
appertaining tracheo-bronchial lymph- 
nodes constitutes the “primary complex.” 

2. A secondary stage, with hematoge- 
nous metasteses, of which the Ghon is 
an integral part. 

3. A tertiary stage, with isolated organ 
tuberculosis. 

4. The lymphatic system is the first 
line of body defense after the skin or 
mucosa has been penetrated; the lungs 
are lavishly supplied with lymphatics 
superficial and deep networks which in- 
tercommunicate. Lymphoid aggregations 
occur throughout the lung in the sites of 
the subpleural, peribronchial, periarte- 
rial, and perivenous systems. 

5. If we recognize the fact that the 
mucous membranes of the mouth, nose 
and throat, or intestinal tract act as por- 
tals of entry of the tubercle bacillus, the 
a sumption that the Ghon is the primary 
lesion is incorrect, because the micro- 
organisms under these circumstances will 
be carried to the cervical or mesenteric 
lymph glands first, and this invasion 
constitutes the primary focus of infection. 

6. When infection takes place with tu- 
bercle bacilli, the resistive powers of the 
organism will be determined by the in- 
herent qualities of the ductless glands. 
These shades of difference in the strength 
of the endocrines probably explain the 
reasons for various stages of the disease, 
and when the endocrines are seriously 
impaired, the body loses control of the 
situation until active pulmonary tuber- 
culosis becomes an actuality. 

T. The theory of the dysfunction of the 
endocrines as a causative factor in pul- 
monary tuberculosis is not only plau- 
sible, but rationally sound, but this an- 
nouncement should not be hailed by an 
enthusiastic medical profession or laity 
feverishly waiting for some remedy that 
is universally applicable in tuberculosis; 
on the contrary its soundness and worth 
must be appraised through research and 
experimentation and finally clinical ap- 
plication. 
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What are we waiting for? 

If we will only ‘put the idea of im- 
munity in tuberculosis aside and attack 
the problem along a different front, name- 
ly, endocrinology and endocrine therapy, 
I have no doubt that our efforts will be 
ultimately crowned with success so that 
the dark path of tuberculous disease may 
be brightly illuminated by the flares of 
medical accomplishment and progress. 

The following is the chemical contribu- 
tion to the theory of endocrine therapy 
in active tuberculosis. It is offered by 
Mr. Samuel A. Owen, of Albuquerque, 
Pew Mexico. Mr. Owen is a registered 
pharmacist and laboratory technician 
(Bacteriology) and is connected with the 
U. S. Veterans Administration Facility 
there : 

Cystine appears to be an amino acid 
which should be regarded with considera- 
tion in the breaking down and building 
up of diseased tissue and in particular 
with regard to tuberculosis. Cystine is one 
of the four known amino acids which 
cannot lie synthesized in the body, lysine, 
tryptophane and tyrosine being the other 
three. It is also questionable as to whether 
histidine and proline can be synthesized. 

This being the case, it is apparent that 
cystine must be amply present in the diet 
if the patient is to be properly nourished. 
It is also generally recognized that cys- 
tine plays an important role as a de- 
toxitizing agent in the body. 

Cystine and cysteine are the only sul- 
phur-containing bodies resulting from the 
hydrolysis of simple protein. 

Cystine dissolves readily in mineral 
acid and alkalis, but is insoluble in 
acetic acid. 

Upon reduction, cystine is converted 
into two molecules of cysteine, which, 
however, in the air or in alkaline solu- 
tion readily oxidize to cystine. 

This would indicate this acid has a 
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profound influence in the oxidation and 
reduction reactions carried on in the cell 
metabolism. 

Lusk believes that all six carbon atoms 
of cystine may enter into the formation 
of sugar in the diabetic organism. This 
probably happens through the early con- 
version of cystine into cysteine, and then 
perhaps into serine: 
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If this reaction actually occurs, it 
would appear that mild doses of insulin 
might be beneficial in tautomarizing this 
formed sugar into glycogen. 

If, however, this is not taken care of it 
may be probable that iodine contained in 
the thyroxin may be utilized by nature’s 
process to relieve the congestion; if this 
reaction occurs it may possibly be that 
the carbon chain residues may be syn- 
thesized into complex chains and lend to 
develop alcohols of the high series com- 
parable to waxes. 

The H 2 S is then oxidized to sulphate 
and it is possible that this substance re- 
acts with the caseous material which is 
an emulsion similar to a soap, in this 
case a calcium soap. 



It may also be possible that condensa- 
tion of these fatty acids may produce the 
(Continued to page 30) . 
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Standardization 
Procedure in Schools 

The purpose of this discus- 
sion is to formulate, as far as 
feasible, a uniform method of 
procedure and to establish 
such minimal standards in our efforts to 
uncover tuberculosis in the public school 
system, as will be productive of best re- 
sults with a minimal expenditure of ef- 
fort, time, and money. All of this should 
be in harmony with present-day knowl- 
edge and our aim should be pragmatic 
rather than academic. As now practiced, 
the tuberculosis case-finding program in 
the public schools is a haphazard affair. 
Much interest has been aroused in the 
public mind concerning the tuberculin 
test and x-ray examination of the chest 
in school children; but no clear cut idea 
prevails as to their significance, what 
ultimate results may be expected, or how 
to obtain them. 

The Approach. 

Everyone will agree that a preliminary 
educational campaign is an essential part 
of the program. Mr. Wliealdon, on a pre- 
vious occasion, related to us how to make 
spinach palatable — a very useful and 
practical thing; however, palatability 
must not be permitted to supersede a 
clearly defined and properly evaluated 
utility. In common parlance, there should 
be less “ballyhoo,” less exaggeration of 
benefits to be derived and less vagueness 
regarding procedures or costs involved. 
There should also be less high-pressure 
salesmanship and more plain, understand- 
able language. We must insist that to be 
of real benefit, the tuberculosis case- 
finding process must be a continuous 
yearly affair, conducted only by compe- 
tent personnel and for economy’s sake 
limited to definite age groups, including, 
of course, teachers and nurses. 


•Read at the Annual Conference of the New Jersey 
Tuberculosis League, Trenton, October 1935. 


The Objective. 

It will be taken for granted 
that the first and main object 
in subjecting large groups of , 
people to the tuberculin test and x-ray 
examination of the chest is to find open 
tuberculosis in its communicable stage 
so a to shut off at their sources the foun- 
tains of infection ; the second object is 
to find some cases in the minimal stage 
so that they may be more readily cured 
and thus prevented from becoming hope- 
lessly advanced. The third object is to 
find the borderline cases so that they 
may be warned of impending danger and 
given proper advice. The fourth object 
is to prevent the reactor from contribut- 
ing to familial or other sources of in- 
fection. 

Groups to be subjected to these 
Examinations. 

First, school personnel of all grades 
who are in close contact with the child- 
ren, namely teachers and nurses. What 
benefit can be derived from finding 
hundreds or thousands of cases of pri- 
mary “childhood type” tuberculosis which 
is non-infective in character, and then 
allow these to be repeatedly re-infected 
by some teacher or school nurse with un- 
discovered open tuberculosis? Harring- 
ton, Meyers and Levine report as follows : 
“Ickert found 93.5 per cent of children 
reacting positively when exposed to tu- 
berculous teachers against 25 per cent 
when not so exposed. Klein found 72 per- 
cent reactors among such children when 
exposed, while Frost found 71 per cent 
reacting positively, against 11.4 per cent 
when not so exposed.” 

In Minnesota, out of 24GG members of 
the school personnel examined, 78 were 
found with parenchymal lesions; 3 of 
these were far advanced, 4 moderately 
advanced, and 61 minimal. Minnesota is 
known to have a low incidence of tuber- 
culosis 


of Tuberculosis Case Finding 


BY 

CHAS. I. SILK, M.D. 
Perth Amboy, New Jersey 
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Our emphasis must therefore be on the 
finding of the open adult type of tuber- 
culosis. Some appropriate legislation 
along these lines seems highly desirable. 
Children under fifteen rarely have serious 
clinical pulmonary tuberculosis except- 
ing in infancy. Because of economic and 
• practical considerations we should limit 
ourselves to the age groups around fifteen 
and over. Dr. Jay A. Myers has clearly 
shown the impracticability of the proced- 
ure in the lower age groups and has wise- 
ly acted upon his findings which cover 
an extended period at the Lymanhurst 
school in Minnesota by discontinuing the 
practice of x-raying children below the 
age of 12 years. 

. The Tuberculin Test. 

It is a far cry from the scratch tech- 
nique of Von-Pirquet with old tuberculin 
(O.T.) and the various other tuberculin 
tests that have been evolved since then, 
to that of the intradermal method ol‘ 
Mantoux with purified protein derivative 
(P.P.D.). There is, however, no agree- 
ment in technique, dosage, or number of 
tests applied in these surveys.. Some work- 
ers still cling to the original Von Pirquet 
test although the Mantoux, because of its 
greater accuracy, is deservedly gaining in 
popularity and is therefore used most 
frequently. The dilutions of O.T. used 
vary according to individual preference 
from 1 to 100,000 to 1 to 100, and even 
1 to 10 ; but the accepted quantity actual- 
ly injected is quite uniform, i.e., 1/10 c.c. 
for those over the age of 5 years and .0.05 
c.c. below that age. The number of in- 
jections depend on the initial dilution 
used. Previously it was routine to begin 
with 1/100,000 or 1/10,000 so as to avoid 
severe reactions. This was followed by 
1/1,000 and finally by 1/100, making 
three injections in all. The experiences 
of many workers in many different places 
taught us that in mass testing, a dilution 
of 1/1000 O.T. or its equivalent of P.P.D. 
will result in approximately 95 per cent 
of all possible reactions without produc- 
ing extremely severe ones and this has 


been the trend followed lately by most 
workers. While we cannot subscribe to 
the general impression gained from some 
authorities that the 5 per cent reactors 
to the stronger solution of 1/100 thus 
missed are of no diagnostic importance 
anyway, we do believe that as a screening 
process a 95 per cent efficiency is quite 
satisfactory; remembering that some of 
the reactions will be fairlv severe though 
not disabling. In our private and clinic 
work, however, we should insist on a 
second test when the first proves negative, 
beginning with a higher dilution followed 
with a 1/100 dilution. 

O.T. is in itself a product of variable 
potency ivhich cannot be accurately 
standardized and P.P.D. is the only al- 
ternative as a standard product. The rea- 
son for P.P.D. not coming into general 
use is, of course, its high cost — SO injec- 
tions for $2.00 — whereas O. T. yields 
10000 injections for the same amount. 
Considering the financial difficulties in- 
volved in such projects, we might have to 
content ourselves with a 1/1000 O.T. 
altlio the P.P.D. is far more desirable as 
a standard diagnostic material. We would 
suggest to the manufacturers, in order 
to reduce costs of P.P.D., that they should 
make available separately the first and 
second strengths as well as the buffered 
diluent. Those who have facilities, may 
prefer to prepare their own diluent. If 
the diluent were marketed separately, the 
second strength could be used in place 
of the first strength by diluting with 10 
times the amount indicated. In individual 
cases this scheme will prove even more 
advantageous since not all first tests need 
to be repeated by an} r manner of means. 
Finally, if P.P.D. is to come into general 
usage for private practice, a package for 
single injection at a nominal cost must 
be devised. 

The X-ray of the Chest. 

We have heard much controversy re- 
garding the relative value of the cellu- 
loid film, paper film, and fluoroscope as 
a diagnostic procedure. All other factors 
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I, e jjj<r equal, there can be little question 
as to the superiority of the celluloid film 
in fineness of detail, over the other two 
methods. This being a case-finding under- 
taking in mass, the question of economy 
again enters largely into the picture and 
that method which offers the best results 
for the amount of money available should 
be the one chosen. Here we wish to stress 
the point that it is of far greater impor- 
tance to make sure of the competence of 
those who interpret the findings than 
the choice of a particular film. Frankly, 
we would by far prefer the fluoroscope 
in competent hands, though it is the least 
reliable of the three procedures and in- 
volves taking a chance of missing not 
over 5 per cent of insignificant lesions, 
to the best film obtainable in the hands 
of an incompetent diagnostician. 

Considering the importance of a cor- 
rect interpretation of the findings, it 
would be equally desirable to agree on a 
uniform terminology. Whether we like it 
or not, the case finding program will be 
best served, until a better one is evolved, 
by following the classification outlined 
in the Diagnostic Standards of the Nat- 
ional Tuberculosis Association, 9th Edi- 
tion, 1931. It is not within the scope of 
this discussion to enter into a detailed 
analysis of this classification. It is ger- 
mane, however, to point out that Child- 
hood-Type of Tuberculosis as defined in 
the National Diagnostic Standards is 
recognized on x-ray films chiefly, though 
not wholly, because of the calcium de- 
position which takes place in the primary 
lesion in the course of its healing process. 
Unless these cases show some clinical 
manifestations of active disease, there is 
no reason for singling them out for special 
care. All reactors have a focus of tuber- 
culosis somewhere in the body whether 
we can visualize it on the x-ray film or 
not, and all of the reactors will bear fol- 
lowing up as to source of infection and 
as to need of admonitory advice, regular 
hours of rest, fresh air, and proper nutri- 
tion. Only those showing clinical activity 
will require special attention. All of this 
can be readily carried out at home. Insti- 


tutional care should be reserved for those 
with frank adult type lesions or open tu- 
bereulos's only, which are exceedingly 
rare in children of primary school age. 

The Sponsorship. 

The scene of action as well as the sub- 
jects of our study being the school, school 
personnel, and school children, it seems 
right and proper that the school authori- 
ties should be the sponsors for the tuber- 
culosis case-finding program, stimulated 
and guided by the Tuberculosis League, 
the Tuberculosis Division of Boards of 
Health, or the sanatorium. These spon- 
sors must be backed by the authority of 
the schools and must assume the respon- 
sibility of informing the parents or guar- 
dians of the results and the necessary 
after care. All cases requiring medical 
attention should be referred to the family 
physician, or, when indigent, to the clinic. 

The Examining Physician. 

Unless the examiner is well qualified 
and thoroughly experienced not only in 
x-ray technique and interpretation but 
in all the phases of the tuberculosis prob- 
lem, the entire project falls flat and is 
worse than useless. Much harm can be 
done by inexperience or lack of judgment. 
If we bear that in mind we shall have but 
little difficulty in choosing the right 
examiner. It should be wholly unneces- 
sary to mention that the examiner is en- 
titled to a reasonable compensation. The 
idea, however, is still prevalent that the 
doctor should donate his services for 
such a good cause. 

Summation. 

It is quite evident from the preceding 
considerations that it is not at all an easy 
matter to formulate a plan for uniformity 
of procedure or a standardized technique 
in the tuberculosis case-finding process. 
Some facts stand out clear enough to be 
readily acceptable, while others may re- 
quire further elaboration and experience. 
The following suggestions should there- 
continued to page 26) 
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The Collapse Program in Pulmonary 
Tuberculosis 


The development of col- 
lapse therapy in the treat- 
ment of pulmonary tuber- 
culosis has been a gradual 
evolution through the past 
quarter of a century. Pneumothorax, 
which was the first attempt at collapse, 
was used and popularized largely by in- 
ternists. Gradually the subject of col- 
lapse attracted the attention of more dar- 
ing souls, the surgeons, and they together 
with the internist and physiologist fur- 
ther developed the subject until today 
we have many proven collapse procedures 
for the treatment of this disease. These 
procedures are referred to here as col- 
lapse measures. The individual, combined, 
and successive use of these measures re- 
present what we are pleased to call the 
collapse program. With the use of these 
surgical measures in the treatment of 
pulmonary tuberculosis, the classifica- 
tion of this disease has been completely 
changed, in the minds of many physicians, 
from a medical to a surgical disease. 

During this evolutionary period, not 
only has there been development of new 
procedures but much change of thought 
in the minds of doctors and lay people 
has taken place. This change of thought 
has been so great that the one time glo- 
rious phthisiologist has now lost cast to 
the point that he is almost antiquated, 
unless he has been the unusual fellow 
who was aggressive and has kept up with 
the procession of rather rapid changes. 

Notwithstanding the fact that much 
progress has been made in the use of col- 
lapse therapy in this disease, there is still 
much to be accomplished ; especially is 
there great need for further change in 
the minds of the medical profession, par- 
ticularly those who devote themselves 
to the treatment of pulmonary tubercu- 
losis. All too many of these are still think- 
ing in terms of ehronieity and sufficient 
advancement of the disease process to 


justify collapse. Many men 
who are real enthusiasts in 
the use of collapse measures 
in chronic cases seem not to 
have gotten far enough in 
their thinking to quite realize that no 
other disease is permitted to continue its 
ravages until far advanced before effec- 
tive measures are used. Before collapse 
therapy reaches its greatest usefulness, 
this hurdle between the treatment of acute 
and chronic tuberculosis has got to he 
made by all, as it has been made by a few 
pioneers in this field. 

The proper use of minor or revocable 
procedures in early cases of pulmonary 
tuberculosis has been proved, in our 
hands as well as in the hands of others, 
to he able to effect an arrest and often 
a rapid cure in a large percent of cases, 
thus avoiding a long siege of morbidity, 
if not a mortality, as is so frequently the 
case where cavernous and purulent le- 
sions are permitted to develop before col- 
lapse is instituted. We can see nothing- 
rational in waiting until wide-spread and 
cavernous lesions appear with their com- 
plications of adhesions and pyogenic in- 
fections. Such complications at once make 
almost certain broncliiectatic and atelec- 
tatic complications as well as certain 
sepsis, with its further disabling effects. 
The development of these mechanical fac- 
tors makes collapse more difficult and 
hazardous in that they often require ma- 
jor collapse procedures to be effective; 
furthermore, while collapse may be ob- 
tained in such cases by the major pro- 
cedures, in many the previous develop- 
ment of broncliiectatic dilatation and 
sepsis cause continued morbidity and 
prevent complete economic restoration. 
The intelligent application of surgical 
measures in the earliest possible stages 
of practically all cases of this disease 
would soon render almost obsolete the 
operation of thoracoplasty, extra-pleural 


BV 
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pnenroonolysis and all such procedures 
as are indicated in far advanced cases. 
In other words the need for thoracoplasty 
in any individual case is positive evidence 
of mistakes of the past. 

The treatment of tuberculosis is no 
longer a one-man job. It requires the 
combined judgment of a well-rounded ' 
staff consisting of at least one or two 
internists, a surgical staff trained in the 
use of all collapse measures, an otorhin- 
olaryngologist, and a gastro-enterologist. 
Radiological and clinical laboratories are 
also essential. One sanatorium of 100-bed 
capacity, of which we have charge, has 
such a staff and we carry from 80 to 90 
percent of all cases under some form of 
collapse therapy at all times. The only 
patients in this institution who are not 
under collapse are the new arrivals and 
those who are considered entirely hope- 
less. 

The surgical treatment of pulmonary 
tuberculosis is the greatest advance in 
the treatment of this disease since the 
sanatorium or bed rest regime was estab- 
lished almost fifty years ago. From our 
viewpoint, pulmonary tuberculosis is a 
surgical disease from the time the diag- 
nosis is made. Patients with this disease 
are as much entitled to surgery as patients 
with acute appendicitis. It is no longer a 
question of radical or conservative sur- 
gery but a question of rational treatment, 
and the earlier collapse is applied the 
better. 

There are ten different proven proced- 
ures for use in the collapse treatment of 
pulmonary tuberculosis : 

1. Sanatorium Regime. 

2. Pneumothorax. 

3. Phrenic Interruption, 

a. Temporary, 

b. Permanent. 

4. Oleothorax. 

. 5. Scaleniotomy. 

G. Bronchoscopy. 

7. Internal Pneumonolysis, 

a. Open, 

b. Closed — Jacobeus. 

8. Extrapleural Pneumonolvsis — 

Plumbage. 


9. Multiple Intercostal Neurectomy, 

a. Temporary. 

b. Permanent. 

10. Thoracoplasty, 

a. Partial, 

. b. Complete. 

The collapse or surgical program in 
pulmonary tuberculosis contemplates the 
use of these different procedures in suit- 
able cases according to the pathology pre- 
sent and the condition of the patient. 
They are used singly, in combination, and 
successively. Treatment is started in each 
individual case whether early or late with 
one idea in view, i.e., arresting the dis- 
eased process at the earliest possible mo- 
ment to render the patient sputum and 
bacilli-free and to return him to econo- 
mic efficiency. Judgment dictates that 
preference be given to the controllable 
procedure when there is a reasonable hope 
of cure, which is always the case in early, 
limited invasions whether unilateral or 
bilateral. 

Judgment and experience also dictate 
that there should be no time wasted after 
the initiation of any one procedure when 
it fails to produce results readily. Any 
procedure failing to produce prompt re- 
sults should be supplemented with some 
other procedure or withdrawn at once, 
and a different procedure instituted which 
offers greater hope of being effective. 
Much valuable time is often wasted and 
many lives sacrificed by depending on 
some one ineffective or partially effective 
measure when some completely effective 
measure is available and suitable. Con- 
trary to the old teaching on this subject, 
“Time is really the essence of success in 
the treatment of this disease.” The ap- 
plication of these ideas illustrate the need 
for constant and intelligent team work 
in each individual case from the time the 
patient comes under observation. 

Nothing short of a complete surgical 
program, using the different procedures 
according to the indication present in 
each individual case, will bring the maxi- 
mum results in all cases. Individual les- 
ions and their distribution determine 
which one or which combination of these 
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procedures should be used. Bilateral les- 
ions are not a contraindication for sur- 
gical treatment but only make the use 
of collapse procedures more imperative. 

No indications for nor description of 
the technique of the minor procedures 
will he undertaken in this paper. These 
are fully dealt with in textbooks and cur- 
rent literature. Since the subject of thora- 
coplasty in its modern aspects has not 
appeared in the textbooks as yet, this 
subject will be dealt with briefly. 

Thoracoplasty. 

The original or German conception of 
this operation was a massive collapse of 
one hemithorax executed at one opera- 
tion. The attending 50 percent mortality 
was prohibitive even though some of the 
surviving patients were cured. Notwith- 
standing this high mortality, the idea was 
not abandoned but a rapid succession of 
changes ensued with two ideas in mind: 

(1) induction of mortality; and (2) mak- 
ing the operation more effective. Instead 
of a 50 percent mortality with a fetv cases 
cured, the procedure has been so perfect- 
ed that today in the best clinics of the 
United States it carries as high as S5 
percent cures and a mortality no greater 
than other major surgical procedures. As 
late as three years ago these figures were 
not considered possible. The effective 
changes and modifications of the original 
operation which have brought about these 
results are too numei’ous even to mention 
here, but a few of the more important 
steps will be enumerated and a short des- 
cription given. As we look in retrospect 
on the criteria of scarcely three years ago, 
the improvements up to date have been 
truly dramatic. 

(1) The operation as originally 
planned was from below upward, that is 
commencing at the eleventh rib and re- 
moving short sections of all ribs includ- 
ing the first at one operation. The loca- 
tion and extent of the pathology was dis- 
regarded. The operation is now done from 
above downward and is adapted to the 
pathology present. 


(2) The present incision starts one 
inch below the lower border of the trape- 
zius muscle, as did the paravertebral in- 
cision, and swings around the scapula to 
the posterior axillary line or farther in 
heavy persons. The scapula can then be 
raised by cutting the upper digitations 
of the seratus-magnus muscle and expos- 
ing all the ribs from the first to the 
seventh. This type of incision permits re- 
moval of long sections of ribs, thus mak- 
ing the operation effective in a large per- 
centage of cases including those with 
giant cavities. 

(3) The number of stages was in- 
creased to two, and later the multiple 
stage procedure of Hedblom was adopted. 

(4) More wisdom in the selection of 
cases added greatly to the reduction of 
the mortality and is still one of the in- 
triguing problems that has not been en- 
tirely solved. It has been proved, how- 
ever, that patients with productive le- 
sions lend themselves best, and that 
acute, widespread, exudative lesions are 
a specific contraindication to thoraco- 
plasty. It has also been learned that no 
patient should be ojAerated upon until 
there is evidence that definite resistance 
to the infection is present. 

(5) The operation is adapted to the 
pathology present in each individual 
case; that is, in apical lesions a partial 
thoracoplasty is done, collapsing only the 
apex of the lung, conserving all good lung 
possible. This only a short time ago would 
have been considered the rankest heresy. 

(G) The removal of all of the first rib, 
including its costal cartilage, all of the 
second and third ribs, including the 
transverse processes, the costal cartilages 
and a portion of the sternum, if necessary, 
make it possible to close the largest apical 
cavities which by the older method could 
not have been closed. The conservative 
method of removal of these ribs is essen- 
tially as follows: Through the posterior 
incision, all of the first rib and long sec- 
tions of the second and one-half of the 
third' ribs, with their transverse proces- 
ses, are removed at the first stage. Later, 
after the chest wall has stabilized (two 
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weeks or, better still, three or four weeks 
later), the second stage in the back is 
done removing another section of the 
remaining portion of the third rib and 
long sections of the fourth and fifth ribs 
and their transverse processes. Subse- 
quently an anteriolateral operation is 
done at which the first costal cartilage 
and the remaining portions of the second 
and third ribs with their costal cartilages 
are removed. Subsequent operations in 
the hack in incomplete thoracoplasty are 
done in stages of not more than three 
ribs. In this way the mortality is kept 
low without interference with the effec- 
tiveness of the procedure. 

(7) The painting of the periosteal sur- 
faces with 10 percent formalin to retard 
the regeneration of bone is another de- 
cided advance. More time between stages 
of operation is thus possible. This has 
been no small factor in reducing the mor- 
tality. Formerly, without the use of for- 
malin on the periosteal surfaces, it was 
necessary to do the succeeding stages in 
rapid succession, concluding the whole 
series of operations in three to four 
weeks, or before regeneration of bone in 
site of former operations. With the use 
of formalin, thirty, sixty or even ninety 
days delay is permissible, and in many 
cases advisable. 

(8) Reduction of operating time, which 
is obviously important, has been made 
possible; limited operation and team 
work are the two factors. 

(9) In partial thoracoplasty, where it 
is necessary to remove sections of only 
four, five or six ribs, resection of a por- 
tion of the scapula, as brought out by 
Holman, to make it fit snugly on the de- 
costalized pleura has been found a splen- 
did movement. The seating of the scapula 
in this manner aids materially the col- 
lapse, also limits paradoxical respiration, 
and prevents painful friction between its 
lower angle and the sixth and seventh ribs. 

(10) Pre-operative treatment as re- 
gards emptying of cavities and bronchi 


of spul um before anesthesia has proved of 
great Value in preventing bronchogenic 
spread. 

fll) Postoperative treatment, which 
is most important, has lost many of its 
horrors since the modern operation has 
been adopted. Blood transfusions and 
oxygen tents are seldom needed. Mor- 
phine without atropine is administered 
freely. It is important to have the patient 
cough at regular intervals for the first 
forty-eight hours and raise the same 
amount of sputum daily as before opera- 
tion. Five per cent sodium chloride solu- 
tion, 300 to 500 cc. intravenously, fol- 
lowed by 2000 to 3000 cc. normal saline 
or Hartman’s solution has been found to 
lessen nausea and vomiting and prevent 
abdominal distention. Since we have used 
these solutions as described, and discon- 
tinued the use of glucose, we have had 
no serious case of ileus, and the convales- 
cence is usually comfortable and nnevent 
ful. Some exceptions have been reported 
by Thomas and Harper in the Journal o! 
Thoracic Surgery. 

Summary : 

1. Pulmonary tuberculosis is a surgical 
disease and is best treated by early col- 
lapse measures. 

2. Early diagnosis and early collapse 
will reduce the morbidity and mortality 
to a minimum. 

3. Collapse measures should be used in- 
dividually, collectively, and successively 
without loss of patient’s time which 
means waste of opportunity. 

4. The best results in collapse therapy 
are obtained through the co-operation of 
both internist and surgeon, in other 
words group practice. 

5. Thoracoplasty has undergone many 
and rapid changes during the last five 
years, which has reduced the mortality 
on a par with, other major surgical pro- 
cedures, and effects cures in 85 per cent 
of the cases operated. 


Reading time of papers in Diseases of the Chest, 5 to 15 minutes. 
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HodgkiiVs Disease 


While tuberculosis is al- 
ways to be kept in mind in 
making a diagnosis when a pa- 
tient presents liimself with obs- 
cure pulmonary or other suggestive signs 
and symptoms, nevertheless tuberculosis 
frequently becomes a dumping ground 
for numerous vague non-tuberculous con- 
ditions which assail mankind, and which 
on careful study and investigation can 
be properly diagnosed. One of these con- 
ditions, arising on account of early cer- 
vical glandular enlargement and either 
early or late pulmonary manifestations, 
is Hodgkin’s disease. 

This condition was first described by 
Hodgkins in 1832 and has since been 
variously designated as lympko-granu- 
loma, psuedo leukemia, lymphosarcoma, 
malignant lymphoma, splenic anemih, 
chronic relapsing fever, lymphadenoma 
and anemia lymphatica. This confusing 
terminology illustrates the difficulty in 
arriving at a satisfactory classification 
of this condition which is considered an 
infection by some and a neoplasm by 
others. The histo-pathology in brief how- 
ever is more suggestive of a neoplastic 
than of a granulomatous process. The 
typical form of the disease is character- 
ized by a slowly progressive enlargement 
of the lymph glands throughout the sys- 
tem, a progressive secondary anemia, 
fever, and generally a fatal termination 
within three to five years. 

Age and Sex. 

Hodgkin’s disease is most common in 
young adults and relatively rare after 
the fourth decade of life, but is not at all 
rare in childhood. Ziegler in reporting 
220 cases found 16 and 17 percent res- 
pectively in the first two decades of life. 
The condition is twice as common in 
adult males as in females. In younger 
children in the first decade of life the 
predominance of males is very much 
greater, being approximately four to one. 


Smith of Ann Arbor, in report- 
ing 23 cases in children up to 
11 years of age, found only two 
females, while in six years at 
the same institution (The University of 
Michigan) the total number of adult 
cases reported showed 66 and 34 percent 
respectively for males and females. These 
percentages rather tend to nullify the 
theory held by some that the disease 
might be related in some way to repeated 
infections of some sort, as males are sup- 
posedly more frequently exposed to in- 
fectious agents by. occupation. In the 
younger groups one would hardly expect 
the environment of one sex to differ great- 
ly from the other. On the other hand it is 
logical to assume that the matter of sex 
points rather to the type of etiology for 
Hodgkin’s disease as well as for leukemia 
or true lympho-sarcoma. Smith points 
out that of nineteen children with lym- 
phatic leukemia fifteen were boys, while 
of eleven children diagnosed as having 
true lympho-sarcoma only one was a girl. 

There are no constant reports in the 
literature relating Hodgkin’s disease to 
preceding infections and possible foci of 
infection. Some observers have thought 
that conditions in the nasal sinuses; 
mouth, and throat play some etiologic 
role because of the common onset in the 
cervical glands. This however has not 
been found to be the case by those report- 
ing large series of cases, aside from the 
fact that it would be difficult to associ- 
ate Hodgkins’ disease in very young in- 
fants with such an etiology. There does, 
however, seem to be a slight familial ten- 
dency to the disease, as several cases oc- 
curing in the same family -are not at all 
rare, and it is particularly common in the 
same family in twins. 

Relation to tuberculosis. 

This relationship has been the subject 
of considerable study. Sternberg in 1898 
thought that Hodgkins’ disease was a 
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Glandular form of tuberculosis, but 
Dorothy Reed and Longscope definitely 
decided that they are two separate dis- 
ease entities. Not so long ago L’Esperance 
claimed he was able to produce avian 
tuberculosis by inoculating chickens with 
material extracted from the enlarged 
glands and has attracted fresh attention 
to the possibility of such a connection. 
Ewing states that family history showing 
tuberculosis or tuberculous lesions in the 
body is the rule in these patients. Ziegler, 
however, claims that it occurs in only 
about 20 percent of the cases. Parker and 
his associates in a study of pathologic 
rather than clinical material have found 
a significantly greater percentage of tu- 
berculosis both healed and active in Hodg- 
kins’ than in other types of lymphoma. 
This author in the past several years, 
has observed two cases of Hodgkins’ dis- 
ease, one co-existing with an advanced 
pulmonary tuberculosis, and another with 
a minimal early upper lobe involvement. 
Both patients had positive sputum and 
both came to autopsy which confirmed 
the diagnosis of both conditions. 

A rather interesting paradox is the 
relative infrequency of positive tubercu- 
lin reactors in Hodgkins’ disease. Bastai 
suggests that this might be explained' by 
a tuberculin anergy produced by the dis- 
ease. He found that following radiation 
therapy, negative reactors often gave a 
positive reaction. It may be suggested 
that it is because of this anergy that tu- 
berculosis is so often found associated 
with this disease and spreads so rapidly, 
particularly in view of the fact that many 
of these cases are wrongly diagnosed as 
tuberculosis and placed in sanatoria 
where they are continuously in close con- 
tact with the tubercle bacillus. 

Symptoms. 

The disease is very insidious in its on- 
set and the usual history is the discovery 
of a painless, slowly enlarging gland. The 
most common site of enlargement is in 
(lie cervical glands and more frequently 
the glands of the left side are the first 


to be involved. Feer has offered this ex- 
planation: that there is truly a primary 
involvement of the retroperitoneal and 
messenteric lymph glands. By lymphatic 
extension such processes would first show 
themselves in the left neck glands, be- 
cause of the course of the thoracic duct. 
This seems reasonable as even sympto- 
matically many patients have constipa- 
tion alternating with diarrhea and ab- 
dominal distress even early in the course 
of the disease. It also indicates the im- 
portance of directing radiation treatment 
to the abdomen as well as the cervical 
region which appears to be the only seat 
of involvement. No tissue in the body is 
exempt and the first involvement may 
even occur in the bones or central ner- 
vous system. Usually other tissues become 
infiltrated as the disease progresses, but 
it is found early in its course in the 
mediastinal, axillary, messenteric and 
inguinal glands. The spleen and liver are 
involved later in the disease and can he 
readily palpated. Their enlargement is a 
serious prognostic sign. Cutaneous mani- 
festations frequently occur as a simple 
urticaria, petechiae, edema, bronzing or 
other non-specific lesions, or there may 
be actual dermal infiltration with the 
Hodgkins tissue. 

As the disease progresses there occurs 
malaise, anemia, cachexia, and fever with 
certain sequellae resulting from pressure 
of tumorous glands such as nausea, vomit- 
ing, diarrhea and abdominal distress from 
messenteric involvement, or respiratory 
difficulties from encroachment on the 
bronchi and mediastinum such as to pro- 
duce symptoms resulting from atalecta- 
sis, abscess formation, or pleural effu- 
sion. Parasthesias can occur from pres- 
sure on the nerves as also delirium and 
palsies from central nerve involvement. 
As the disease progresses, fever is usual- 
ly a constant feature and ranges from 
100 to 101 degrees. 

The blood picture generally shows noth- 
ing characteristic except a progressively 
increasing anemia, a relative increase in 
lymphocytes and a relative leukopenia, 
(Continued to page 28) 
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Common Errors in Diagnosis 


f lm0na ^ tuber ’ BY pressing over months or even 

looked and wehave tried in «) BEK t k. Campbell. m.d. ^pto'ms* " ° “ ‘ “ ,a ™ il>S 
a general way to answer the The doctor’s main error, 
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a general way to answer the Springfield, Illinois 

question WHY, as we reviewed 4,693 speaki 
case records recently at St. John’s Sani- lack o 
tarium, Springfield, Illinois. on ha 

Even today, the majority of patients him be 
are advanced when first admitted to the The 
sanitarium, although we have noticed a early < 


speaking generally, appears to be not a 
lack of knowledge but a failure to insist 
on having all possible evidence before 
him before he is satisfied with a diagnosis. 

The doctor in general practice sees the 
early case first, and if the case is typical 


very marked change during the past ten he seldom errs in his'diagorisis; but with 
years. Ten years ago, histories given us a considerable percentage of the cases 
by patients indicated that a fairly large atypical, it is necessary that he keep tu- 
percentage of them had been to a number bei-culosis in mind as a possibility even 
of doctors before tuberculosis was dis- where other illness appears more likely 
covered as the cause of their illness. To- to be causing the symptoms, particularly 
day, I am pleased to state this does not if the symptoms present are common also 
happen nearty as often. Ten years ago we in tuberculosis. 

had only a small percentage of patients Among the more common errors DI- 
who came for observation and diagnosis. GESTIVE DISTURBANCE is found 
During the past ten years there has been misleading. According to many histories 
a steady increase in this percentage and given, patients were treated over a long 
we now have a large number who have period of time for indigestion, thought 
been admitted for observation and diag- to be due to improper diet or health 
nosis. This is very encouraging for it habits in a nervous or overworked indi- 
means that the general practitioner is no vidual. Many of these patients appeared 


longer satisfied to take the responsibility 
of advising his patient until all evidence 
obtainable is before him, especially in 
doubtful cases. 

In looking for the most common and 
therefore the most important causes of 
failure to recognize an early pulmonary 
tuberculosis, we believe at the present 
time in this part of the country that the 
most important cause is the FAILURE 
OF THE PATIENT TO SEEK MEDI- 
CAL ADVICE WHEN SYMPTOMS 
FIRST APPEAR and the failure, fre- 
quently, of cooperation with the doctor 
during the period of early development 
of the disease. This attitude on the part 
of the patient is probably the result of 
lack of appreciation of the need of seek- 
ing medical advice early in any and all 
sickness and, of course, his lack of reali- 
zation of the natui'e of tuberculosis which 
is frequently a misleading disease, pro- 


to have symptoms of ulcer and were 
treated for this condition. Others were 
treated for colitis or liver and kidney 
trouble, and quite a large number had 
appendectomies which did not result in 
relief from symptoms. In most of these 
cases the symptoms were not typical of 
the condition being treated, although they 
were suggestive. In most of these cases, 
during the preceding years, the patient 
had been given a careful examination by 
the doctor in his office including history, 
physical examination of the chest, blood 
pressure, and urinalysis. In most of these 
cases the doctor appeared satisfied when 
the physical examination of the chest was 
negative and an x-ray of the chest was 
not taken (had a film of the chest been 
made, the condition would have been 
evident) . When illness of this nature does 
not respond to treatment in a short time, 
make x-ray films and sputum tests and 
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treatment of pulmonary tuberculosis 
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Edwina M. Richardson, R. N., Supt. 
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ZEPHYR HILL SANATORIUM 
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Registered nurse in charge. 
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Tuberculous Patients. 
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Ultra Violet Ray. Competent medical and nursing staff. Radio, Microphone with ear-phone connections to each bed. 
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ST. LUKE S In The Desert Iriz s ona 

For the Treatment of Pulmonary Tuberculosis. 

A Sanatorium maintained by the Episcopal Church for. men of moderate means 
regardless of Church affiliations. 

RATES: including Medical Attention, $12.00 per week. 

Herman O. Rasehe Superintendent 

Samuel H. Watson, MX> Medical Director 

W. R. Hewitt, M.D Physician In Charge 
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in children tuberculin tests, seek for a 
history of contact, and if necessary place 
the patient under close observation be- 
fore eliminating tuberculosis. 

Neurasthcntic Patients are frequently 
treated over a long period of time for 
various conditions which are not clearly 
diagnosed. A search may be made for 
focal infection, for menstrual disturb- 
ance, or for various other conditions 
which might account for the nervous 
state, the diagnosis only becoming clear 
after x-ray films of the chest and labora- 
tory tests are made. 

Thyroid Cases, where the thyroid is 
thought to be the cause of ill health, are 
treated for this condition and operated 
without definite relief of the symptoms 
or improvement in the patient. Further 
examination, sometimes at a considerably 
later date, will disclose a pulmonary tu- 
berculosis which was present before the 
thyroid gave trouble, (we must not forget 
it is a common symptom of tuberculous 
toxemia for the thyroid gland to become 
involved and the pulse to become quite 
rapid ) . 

Infection of the Upper Respiratory 
Tract is a very common cause of error 
and must be carefully differentiated from 
early tuberculous infection in the chest. 
We find from a history of these patients 
that a considerable number were treated 
for sinus infection or diseased tonsils or 
teeth, which conditions were believed to 
be the sole cause of their illness. How- 
ever, the patient failing to improve should 
be immediately given the benefit of a 
search for other cause of illness includ- 
ing chest x-ray, etc. 

Conditions with Symptoms pointing 
Directly to the Chest are not so common- 
ly mistaken as the preceding; however, 
they still show 'frequent mistakes. Acute 
bronchitis may remain a satisfying diag- 
nosis over too long a period of time while 
the real cause of the symptoms (tuber- 
culosis) may be spreading. In the mean- 
time these patients are frequently a 
source of danger to others. Asthma is 
often misleading and requires detailed 
evidence for diagnosis. Influenza, very 
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commonly reported in the history as the 
beginning of “lung trouble” may not have 
been watched closely enough by the doctor 
to make sure of a complete recovery in a 
reasonable length of time. Dust inhala- 
tion not only satisfies many patients as 
to the cause of their chronic cough but 
occasionally appears to satisfy the phy- 
sician also without a complete examina- 
tion including x-ray and laboratory tests. 

In all cases with symptoms involving 
the chest, an x-ray film should be insisted 
on and laboratory examinations made, 
including repeated concentration sputum 
tests (and bear in mind negative sputum 
tests do not rule out tuberculosis). 

Less Common Errors , although still 
common enough to require mention, in- 
clude pleurisy, especially with effusion, 
which was not followed by careful exam- 
ination or supervision; at a later period 
a far advanced pulmonary tuberculosis 
was recognized. The same is to be said 
of hemoptysis which was thought to be 
due to a cardiac or throat condition. Rec- 
tal abscess or fistula occasionally is not 
followed up for a complete diagnosis. 
Hoarseness, especially if complained of 
at intervals only, may be passed by with- 
out complete examination. Even contin- 
ued cough and expectoration may not 
lead to careful examination including 
sputum tests and x-ray. Remember that 
absence of physical findings in the chest 
does not exclude active pulmonary tu- 
berculosis; it may show plainly in an 
x-ray film. Loss of strength, loss of 
weight, occasional temperature, increased 
pdlse, irritable nerves may be laid to other 
causes without a searching examination. 

Errors of making a positive Diagnosis 
of Tuberculosis when it is not present are 
among the less common errors. When this 
does occur the real cause of the illness is 
generally found in the chest, next often 
in ihe upper respiratory tract, and oc- 
casionally in the digestive tract, thyroid, 
or elsewhere. 

To get early cases of tuberculosis under 
treatment at a time when recovery can be 
expected, the patient must be more ready 
to seek advice. Further education relat- 
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PORTLAND OPEN AIR SANATORIUM 

MILWAUKIE, OREGON 

A thoroughly equipped institution for the modern medical and surgical 
treatment of tuberculosis. An especially constructed unit for thoracic 
surgery. The most recent advances in pneumolysis applied to those 
cases demanding this branch of intrathoracic surgery. 

MODERATE RATES 


Medical Directors 


Descriptive Booklet on Request 

Ralph C. Matson, M.D., and Marr Bisaillon, M.D. 
1004 Stevens Building Portland, Oregon 



A modem and thoroughly-equipped institution 
for the treatment of all forms of tuberculosis. 
Beautiful accommodations for patients, includ- 
ing private suites with glass-enclosed sun parlors. 


Medical equipment is complete, with every- 
thing used in the present day methods of diagno- 
sis and treatment. 
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ing to the value of early treatment in all 
conditions pertaining to health is needed; 
health examinations at regular intervals 
are to he encouraged as a check on all 
diseases. The doctor, when the patient 
comes for help, must always keep tuber- 
culosis in mind as a possibility. He must 
not remain at ease with a diagnosis in 
mind based only on scant evidence, but 
must work to secure all possible evidence 
before ruling out tuberculosis. When he 
does this, these more common errors in 
diagnosis will seldom occur. It is not our 


lack of knoAvledge but our lack of tho- 
roughly working out the details of the 
case that causes the error. More Work — 
Less Error. 

With our present knowledge is there 
anything more important in the entire 
field of tuberculosis than encouraging 
the patient to seek advice early and re- 
ducing the errors in diagnosis? These 
steps would greatly increase the number 
of recoveries and lead to further progress 
in the field of prevention. 


STANDARDIZATION OF TUBERCULOSIS CASE FINDING PROCEDURE IN SCHOOLS— (Cont. from p. 15) 


fore be considered as tentative and sub- 
ject to revision as future experience and 
new discoveries may dictate : 

1. Insistence on a frank statement to 
the public that to be of value, the tuber- 
culin testing of non-reactors and x-raying 
of the chest of reactors must be repeated 
yearly, conducted by competent and ex- 
perienced personnel only. In order to 
conserve funds, such tests to be restricted 
to higher age groups and to include teach- 
ers and school nurses of all grade schools. 

2. Emphasis to be placed on finding 
the open adult type of tuberculosis in its 
communicable stage. 

3. Legislation for compulsory proof 
from school personnel of freedom from 
pulmonary tuberculosis in its infectious 
stage. 

4. Wherever practicable the uniform 
use of the Mantoux method of tuberculin 
testing in 1/1000 dilution of O.T. prefer- 
ably the P.P.D. equivalent of one injec- 
tion only in mass testing; in individual 
testing in clinic and private work, how- 
ever, a second test with 1/100 or its equi- 
valent being recommended. Suggestions 
to be made to manufacturers for the re- 
duction of the cost of P.P.D. 

5. The x-ray examination to be con- 
sidered satisfactory with either paper or 
celluloid film or fluoroscope, the com- 
petence and experience of the interpreter 
and the technician being the all-import- 
ant factor. 


6. The school authorities to assume the 
sponsorship of the entire project, aided 
by the Tuberculosis League, the Tuber- 
culosis Division of the Board of Health, 
or the Sanatorium authorities where 
available. 

7. Only physicians trained in tuber- 
culosis work, with a broad view of the 
tuberculosis pi'oblem to be considered as 
qualified to conduct tuberculosis case- 
finding projects in schools and entitled 
to reasonable compensation. 
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Palmer Sanatorium 


SPRINGFIELD 
ILLINOIS 

A Private Sanatorium of the Highest Class. Very moderate inclusive rates with no extra charges. 
Fully approved by the American College of Surgeons. Unusual refinements of service. New and 
modern buildings and equipment. 

A CONVALESCENT SECTION for non-tuberculous convalescents. 
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SOUTHERN SIERRAS SANATORIUM 


BANNING, CALIFORNIA 
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HODGKIN’S DISEASE — Continued from page 21). 


c 


particularly when the temperature is 
taken into consideration. As the disease 
progresses towards its terminal stage 
these patients become bedfast with ex- 
treme weakness, progressive edema, and 
anasarca until death comes from sheer 
exhaustion. 

The average duration of life is reported 
to be about three years, although there 
are instances on record of fifteen years 
duration. There are, on the other hand, 
definitely acute fulminating cases whose 
course terminates fatally in from three 
to eight months regardless of treatment. 
In the more common forms, however, the 
disease is insidious and more slowly pro- 
gressive with remissions and relapses. 
Those who have the most prolonged 
course are those in whom radiation ther- 


apy has been started early in the disease. 

Treatment. 

Everything in the pharmacopea has 
been used with little or no benefit. Serum 
and vaccines, transfusions and autohemo- 
therapy have been reported as beneficial 
by some observers. However, the disease 
terminates fatally in all patients, and 
treatment leads to no permanent results. 
The only treatment that gives sympto- 
matic relief and prolongs life is roentgen 
therapy. There is no question that under 
radiation the enlarged glands undergo 
rapid involution with symptomatic re- 
lief and many patients have been well 
enough under this treatment to pursue 
their occupations and lead relatively nor- 
mal lives for a certain length of time. 


INTRAVENOUS THERAPY 

of 

PULMONARY CONDITIONS 

The field of therapeutic application of intravenous 
medication has yet to be explored. 

LOESER'S INTRAVENOUS SOLUTIONS 
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CALCIUM GLUCONATE 10% in 10 c.c.— 107o in 5 c.c. 
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23 West 26tli St. 
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SEE BACK INSIDE COVER PAGE FOR SPECIAL 
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MORE ABOUT THE ENDOCRINES, IN THE ACTIVE TREATMENT OF PULMONARY TUBERCULOSIS 

(Continued from page 12). 


waxy material necessary for the protec- 
tion of the tubercle bacilli. If this is true, 
it appears that a more rich supply of 
cystine would be indicated in the diet, 
thus sparing nature the necessity of tear- 
ing down a considerable quantity of pro- 
tein to get the required amount of sul- 
phur for calcification. It may be that in 
the early process of the disease an im- 
pairment of the pancreas is effected which 
does not allow it to isolate this amino- 
acid from the protein molecule so it can 
be utilized. It is probable that if this is 
indicated a study might be made on the 
concentration of taurine in the bile of 
various animals to find one which would 
be capable of furnishing pancreatin ex- 
tract with the required amount of enzymes 
necessary to furnish this available 
amino-acid. 

As taurine is a rough index of the 
amount of cystine in the body, it might 
be that animals having a larger propor- 
tion of taurine in the bile may have this 
due to the exceptional activity of their 
pancreatic enzymes to isolate this amino- 
acid. 

Apparently the proteolytic enzyme of 
the pancreas is more complicated than 

ABST 


would appear, because at times, even 
though it may apparently he acting nor- 
mally as an enzyme, it is still not doing 
its complete work. In the case of asthma, 
hypersensitivity, etc., it has not separated 
the protein into its constituent amino- 
acids and has allowed some portions of 
the combined acids to enter the blood 
stream. It may he possible that part of 
this breaking down of amino-acid and 
particularly the cystine separation is lost 
in the case of tuberculous persons. 

If Mr. Owen’s idea is correct about the 
depletion of the sulphur containing 
amino-acids in the body, giving the pan- 
creatic extract will necessarily replenish 
the amino-acids required for repair. In 
this case one would find the same state 
of affairs existing as in the calcium con- 
tent of the blood plasma— sufficient 
amounts, but inability on the part of the 
endocrines to play the major part in their 
utilization. 

I wish particularly to tl link Miss Viola 
Ellis of the Ban Antonio Regional Office, 
U. S. Veterans Administration for her 
many courtesies, and able assistance dur- 
ing the preparation of these articles. 

RACT 
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Racial Aspects of Tuberculosis in Mexico, Donato G. 

Alarcon. Am. Rev. of Tuberculosis, Vol. XXXV, 

No. 1, p. C. 

The Author who is the Medical Direc- 
tor of the Tuberculosis Sanatorium of the 
Public Welfare of Mexico in Mexico City, 
discusses the tuberculosis mortality and 
morbidity rates among the Mexican po- 
pulation. He points out that tuberculosis 
mortality is particularly high among 
mixed-blood people (Spanish-Indian) be- 
cause of their great number , crowded 
living conditions in industrial centers. 
These people are usually seen first in the 
advanced stage of the disease (70 per cent 
in the authors practice). They usually 
have a cauaexudative type of disease with 
little fibrosis. The immediate response 
i o modern means of treatment is good. 
Race has no influence in the immediate 
results of artificial pneumothorax or 


other surgical procedures or in hygenic- 
dieletic treatment. 

Mortality rate in Mexico is estimated 
at 69 per 100,000 population. The rate 
in Mexico City has dropped from 500 in 
1.900 to 130 in 3930. The author believes 
this due to better living and working 
conditions in Mexico. 

Tbe author also points out that the 
average Mexican family consists of five — • 
the natality rate being higher than the 
United States. This together with the 
poor living conditions increases the in- 
cidence of the disease. 


PRICE SANATORIUM 

2729 Porter Avc. El Poses, Texas 

Located in Wo foot-hills— Beautiful scenic haok- 
stroutui — Home like atmosphere — Smell private 
sanatorium -where individual attention is tj 16 key- 
word-— Al! rooms adjoining sun-porches— Moderate 
rates — Graduate nurse in constant nttfcno&nce - * * 
Write to E. D, PRICE, M. D., Physician In Charge. 
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Is Your Sanatorium Listed 
in 

DISEASES OF THE CHEST? 

"Inquire for advertising rates ” 


Cilenik Hospital. 

3105 CARPENTER AVE., DETROIT, MICH. 

Phone: Townsend 8-1025 

An institution designed for the proper care 
of tuberculosis patients at moderate rates. 
Thoroughly equipped for the medical 
and surgical treatment of tuberculosis. 

— — 


St. Mary’s Sanatorium 

(Conducted by the Sisters of St. Joseph's, 
Carondelet, St. Louis, Mo.) 

RoomB with sleeping porches, running water, con- 
necting and private baths, nursing care, good food 
and reasonable rates. 

TUCSON — ARIZONA 


BANNING SANATORIUM 

Banning — California 

Modern in every respect and conducted In accord- 
ance with the high standards of an accredited 
institution. Individual bungalows and cottages with 
private baths. Registered nurses with special train- 
ing for the care of tuberculous cases. Nutritious food 
and tray service. Reasonable Rates. 

**' Write for Booklet” 

A. L. BRAMKAMP, M.D., Medical Director 

CANYON SANATORIUM 

Nestled in the Foothills 
REDWOOD CITY, CALIFORNIA 

Ralph B. Scheier, M.D., Medical Director 


SUNNYSIDE SANATORIUM 

In the Hills of 

KERRVILLE, TEXAS 

MODERATE 

W. R. FICKESSEN, M.D.. Med. Director RATES 

. 


DR. FARMER’S SANATORIUM 

SAN ANTONIO, TEXAS 

A climate unsurpassed in which to get well. A 
fascinating city in which to live. A home-like 
institution. Moderate rates. Artificial Pneumo- 
thorax given in suitable cases. Medical Director 
lives in Sanatorium. 

Address W. C. Farmer, M.D., Medical Director 

31 S Gibbs Building, San Antonio, Texas 


MULROSE SANATORIUM 

"Pride of San Gabriel Valley ” 

DUARTE, CALIFORNIA 

MORRIS ROSEMAN, Superintendent 


LAUREL BEACH SANATORIUM 

SEATTLE • (On the Salt Water Beach) WASHINGTON 

A private sanatorium fully equipped for the modern treatment ol Chest Diseases X-Ray, Fluoroscope, 

Pneumothorax, Fhrenectomy and Thoracoplasty Special diets when required; private and semi-private 

rooms. Rates: From $25.00 per week up, including medical care. 

FREDERICK SLYFIELD, M.D. JOHN E. NELSON, M.D. RAYMOND E. TENNANT, M.D. 



Rates $15.00 per week and up 
Nurses care and medical attention included 


THE 

Long Sanatorium 

EL FASO, TEXAS 

MODERNLY EQUIPPED 
FOR THE CARE AND 

TREATMENT of TUBERCULOSIS 
IN ALL STAGES 

Write for Descriptive Booklet 

A. D. LONG, M. D. 

MEDICAL DIRECTOR 



DOCTOR: SEND YOUR NEXT PATIENT TO THE 


NORUMBEGA SANATORIUM 

MONROVIA — CALIFORNIA 

A modern 18 bed sanatorium with a double suite of rooms for each pa- 
rent; beautifully situated in the foothills of the Sierra Madre mountains. 

FRANK PORTER MILLER, M.D., Medical Director 
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“This Open Letter is Addressed to Physicians and Officials connected 
with Industrial and Welfare Organizations.” 


COMMITTEE ON ECONOMICS 
FEDERATION OF AMERICAN SANATORIA 

(A National Association of Private Sanatoria and Chest Specialists) 
MYRTLE AND VIRGINIA STR EE TS 
EL PASO, TEXAS 


January 1, 1937. 

Gentlemen : 

This is the thirteenth in a series of open letters addressed to physicians and 
officials of welfare organizations. If you did not receive the previous issues, we 
will be pleased to furnish you with copies upon request. 

It is the purpose of the Committee on Economics of the Federation of Ameri- 
can Sanatoria to bring to the attention of physicians and to those officials who 
see large groups of patients, the facilities which the private sanatoria of this 
country have to offer to the tuberculous. 

The first sanatoria in this country were established through private initiative 
and by private funds. We have come a long way since then, but our experience has 
taught us that individual private care can best be obtained in a private sanatorium. 

The pioneers in the fight against tuberculosis have been the physicians in the 
private practice of chest diseases. They have kept in step with the modern trends 
of diagnosis and treatment. They are today, the members of the Federation of 
American Sanatoria and you will find them listed in our recent Pneumothorax 
Directory. 

For your convenience, we have listed below the private sanatoria affiliated 
with the Federation of American Sanatoria. They are the finest private sanatoria 
in the United States and they are well equipped to cater to the welfare of your 
patients. Elsewhere, throughout this journal, you will find individual listings of 
these sanatoria. 

For further particulars address any of the sanatoria or write to the Committee 
on Economics of the Federation of American Sanatoria at the above address. 

Sincerely yours, 

COMMITTEE ON ECONOMICS, 
Federation of American Sanatoria.' 

DIRECTORY OF PRIVATE SANATORIA AFFILIATED WITH THE FEDERATION 

OF AMERICAN SANATORIA 


ARIZONA 

Phoenix 

Helen Lee Sanatorium 
Tucson 

Anson Rest Home 
Barfield Sanatorium 
Hillcrest Sanatorium 
St. Luke's In The Desert 
St. Mary’s Sanatorium 

CALIFORNIA 

Banning 

Banning Sanatorium 
Southern Sierras San. 

Belmont 

California Sanatorium 
Duarte 

Mulrose Sanatorium 
Monrovia 

Maryknoll Sanatorium 
Norumbega Sanatorium 
Pottenger Sanatorium 

Redwood City 
Canyon Sanatorium 


COLORADO 
Colorado Springs 
Cragmor Sanatorium 
Giockner Sanatorium 
National Methodist San. 
St. Francis Sanatorium 

Denver 

Bethesda Sanatorium 
Wheatridge 
Lutheran Sanatorium 

ILLINOIS 

Chicago 

Chicago Fresh Air 
Hospital 
o Springfield 
Palmer Sanatorium 
St. Johns Sanitarium 

MICHIGAN 

Detroit 

Chenik Hospital 
NEW MEXICO 
Albuquerque 
Methodist Sanatorium 
St. Joseph Sanatorium 
Southwestern Presby- 
terian Sanatorium 
Deminff 

Holy Cross Sanatorium 


NEW MEXICO 
Santa Fe 

St. Vincent Sanatorium 
Sunmount Sanatorium 
Valmora 

Valmora Sanatorium 
NEW YORK 
Loomis 

Loomis Sanatorium 
Saranac Lake 
St. Mary's of the Lake 
Lynch Nursing Cottage 

NORTH CAROLINA 
Asheville 

Amber Heights San. 
Elmhurst Sanatorium 
Farview Cottage San. 
Hillcroft Sanatorium 
St. Joseph Sanatorium 
Sunset Heights San. 
Vioiet Hill Sanatorium 
Zephyr Hi!! Sanatorium 
Southern Pines 
Pine Crest Manor 
OHIO 

McConnelsvflle 
Rocky Glen Sanatorium 


OREGON 

Mihvaulde 

Portland Open Air San. 

PENNSYLVANIA 
AUenwood 
Devitt’s Camp, Inc. 

TEXAS 
El Paso 

Hendrick-Laws San. 
Homan Sanatorium 
Long Sanatorium 
Price Sanatorium 
St. Joseph’s Sanatorium 

Kerrvilie 

Sunnyside Sanatorium 
San Antonio 
Dr. Farmer's Sanatorium 
Grace Lutheran San. 

Von Ormy 

Von Ormy Cottage San. 

WASHINGTON 

Seattle 

Laurel Beach Sanatorium 
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(A MONTHLY PUBLICATION) 

“The most important factor in diagnosis in 
the majority of cases of pulmonary tubercu- 
losis is keeping the disease in mind.” 

Lawrason Brown, M. D. 


Editorial Comment 

Season’s The EDITORIAL Board of DlS- 
Greetings EASES OF THE CHEST extends 
the Season’s Greetings to all 
of our readers. We have resolved to con- 
tinue what we believe an intelligent fight 
against tuberculosis. We feel that by 
emphasizing especially, early diagnosis 
and the segregation of the open case, much 
can be accomplished. We have resolved to 
present in the pages of Diseases of the 
Guest, such simple readable articles by 
distinguished Tuberculosis Specialists 
that will be helpful to all physicians in 
the practice of medicine. 

We have also resolved to' concentrate 
our efforts in the campaign against tuber- 
culosis by offering such messages through 
the pages of this journal that will tend to 
keep the busy bed-side physician “Tuber- 
culosis Minded’’. It is our opinion that 
many more cases of tuberculosis will be 
discovered early if our messages are put 
before the profession at large with an ap- 
peal for their co-operation in the effort to 
absolutely control the tuberculosis situa- 
tion. 

The Editorial Board welcomes at all 
times suggestions, case reports, articles 
and queries. Your Board needs your help 
in making Diseases of the Chest useful 
in its intended field. c. M. H. 

Taking lx is customary for most con- 
Stock cerns to take stock at the end 
of each year; it is also a good 


custom for organizations to follow suit. 
Members of organizations should also 
take stock of their accomplishments and 
what their efforts have produced. 

The Federation of American Sanatoria 
has been in existance about a year and a 
half. We now quote from the record : 

1. During this short period, more than 
200,000 copies of its official publication, 
“Diseases of the Chest” have reached 
into physicians’ offices throughout the 
United States and into many foreign 
countries. 

2. A “Pneumothorax Directory”, the 
first of its kind ever published, has been 
compiled and released. Plans have been 
effected to publish a revised edition of 
this directory annually. 

3. The Statistical Committee of t lie 
F. A. S. is now in the midst of compiling 
a report on the percentage of patients in 
the various sanatoria, who are receiving- 
some form of collapse; the number of 
patients who are awaiting lisopitaliza- 
tion, the number of beds available for 
patients, along with other pertinent in- 
formation. To-date, this information has 
been received from 326 sanatoria in the 
United States. 

4. The Statistical Committee has also 
prepared a questionnaire which will be 
sent to all recognized medical schools, in 
order to ascertain the number of hours 
devoted to and the methods used in the 
teaching of diseases of the lungs to the 
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junior and senior students of those 
schools. It is our plan to have all recog- 
nized medical schools adopt a uniform 
curricula for the teaching of this subject. 
There is room for much improvement in 
this direction. 

5. A program on the various aspects of 
chest diseases was presented last year, at 
the meeting of the American Medical As- 
sociation. This program was designed to 
appeal to the physician in the general 
practice of medicine. It is planned to re- 
peat a similar program at the Atlantic 
City meeting of the A. M. A., in June of 
this year. 

6. The Editorial Board of Diseases of 
the Chest has carried forward its camp- 
aign for the early diagnosis of chest 
diseases and for K the isolation of the open 
case of tuberculosis, directed to the physi- 
cian in the general practice of medicine. 
This campaign i\ r ill be continued during 
this year and an interesting program of 
papers on various phases of chest diseases, 
and allied subjects will appear each month 
in the journal. These papers will be con- 
tributed by recognized authorities in their 
respective fields. 

These accomplishments, are such that 
any organization may well be proud of. 
However, we cannot and must not rest 
upon past laurels. We must forge ahead to 
greater accomplishments during the year 
which is now unfolding itself before us. 
Therefore, let each of us resolve to do our 
part, to carry forward the work so ably 
started. m. k. 

Case We have always maintained 
Finding that the role of the private 
physician in case finding is 
most important. Recently, a report by 
Dr. Bruce Douglas and Dr. John H. Hand- 
lin of Detroit revealed that in Detroit the 
cases of tuberculosis on record for 1935 
number 9,388 in ail stages of the disease. 
Of the 4,490 adult type 63 7/10 per cent 
were reported by private physicians, how- 
ever, only 13 5/10 per cent minimal cases 
were reported by private physicians. The 
city physicians reported 15 2/10 per cent 
of the minimal cases and school surveys 


revealed 30 8/10 per cent of the minimal 
cases. 

• It is easy to explain why the private 
physician finds more moderately ad- 
vanced and far advanced cases than other 
agencies, as the majority of cases he sees 
are really ill. The early case, with very 
mild, or no symptoms, rarely consults 
the private physician. If the private phy- 
sician would become more interested in 
seeking contacts among cases of those he 
discovers and by the use of the tuberculin 
test and the x-ray, he could uncover many 
more cases in the early stages. If all of 
his contacts were studied systematically, 
he could easily reduce the number of 
advanced cases in his findings. Since the 
private physician is the chief source of 
new cases reports, he should be en- 
couraged more and more. 

The service required in making surveys 
of minimal cases has not been done in 
the majority of instances because the ser- 
vice could not be paid for, and arrange- 
ments have not been made, to date, for 
such services. We are happy to quote here 
a very healthy attitude revealed in the 
Bulletin of the Rational Tuberculosis 
Ass’ii. of December, 1936 which is as 
follows : 

“Since the private physician sees so 
many cases it is suggested as a practical 
control measure, he be encouraged in his 
case findings, both as to method and by 
financial assistance in the form of fees, 
to be privately paid when possible, or 
publically when the patients’ circums- 
tance warrants.” This method is far 
better than taking from him the large 
volume he already does and replacing his 
efforts with those of other agencies. 

Membership The MEMBERSHIP camp- 
Campaign aign of the F. A. S. start- 
ed off with a bang. The 
enrollment of members for 1937 shows a 
twentyfive per cent increase over the same 
period last year. If you desire to receive 
a listing in the 1937 “Pneumothorax Di- 
rectory” send your application in at once. 
If you do not have an application form, 
we will be pleased to mail one to you. 

R. B. II., JR. 
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The New Year edition of Diseases of the Chest comes to you today with 
a message of increased hope. The past year has been one of hard work on 
the part of your officers and committees. 

The Membership Committee has divided the United States into thirteen 
districts with one of the committee in charge of each district. Today our 
membership reaches 207, as recorded in our 1936 Pneumothorax Direc- 
tory. This is a big increase over last year. 

It is our hope that the coming year will find the entire staff of tuber- 
culosis physicians linked together in a stronger working plan to bring to 
the general practitioner the importance of early diagnosis of tuberculosis. 
I feel this is the basic principle in the fight against the disease. 

Too much stress has been placed on the findings of the stethoscope. In 
many cases the physical findings are very few or may be absent. In these 
the physician and patient are lulled into a sense of false security by the 
statement of the physician — “I cannot find anything wrong.” The time 
has come for us to outline an easier method. The grouped experience of 
many men has placed in our hands several factors which, if carried out, 
will eliminate guess-work to a very great extent. In the first place it is 
important to talk things over with your patient. Find out how long he 
has been feeling bad. Ask him how long he has been tired; how long he 
has had a cough ; how much weight he has lost ; whether he runs an after- 
noon temperature and then just ask yourself, “Have I had several sputum 
tests made? Have I had him x-rayed V s If you have not, then ask yourself 
why you have not had a sputum test made and an x-ray taken. Much 
future trouble and sorrow will be avoided if you do these things for all 
suspicious cases. 

Next year I shall not be your President, but if I can be instrumental in 
impressing on each of the members of the Federation of American Sana- 
toria these few facts and if you will carry this message to your county 
and state societies, the Federation of American Sanatoria will have done 
its share and will have justified my faith in its existence. 

I hope we shall have a large attendance at the Atlantic City meeting. 
Bring with you any ideas you have for any plan to enlarge or better the 
work of the Federation of American Sanatoria. 

William Devitt, M.D., 

President, 

Federation of American Sanatoria. 
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Hypothesis on the Active Treatment 
of Pulmonary Tuberculosis 7 " 

I he active treatment of tu- lescents, in young girls in whom 

berculosis can be attempted BY menstrual disturbances — dys- 

along lines of Endocrine Tlier- F ‘ w ■ dirmann, m.d. menorrhea, amenorrliea, etc., — • 
apy. This includes Thyroid, San Antoni0 ' Texas are the clinical features of the 
Adrenal, or the required combination of case. 


the ductless gland substances. 

When the thyroid, derived from tuber- 
culous cases, is examined histologically, 
the changes are those of sclerosis, as a 
rule — the direct antithesis of those found 
in Graves’ disease. It is not generally ap- 
preciated, but it is a fact, that in patients 
with symptoms of hyperthyroidism, tu- 
berculosis, when it does occur, runs a very 
mild course ; in many the abortive type of 
the disease is to be seen. In cases in which 
the differential diagnosis between hyper- 
thyroidism and phthisis has to be made, 
we are often actually dealing with the 
co-existence of the two diseases, but the 
lung lesion is so mild, the patient recover- 
ing, and remaining with the thyroid dis- 
function, that we are apt to conclude 
that the suspicion of phthisis was not 
justified. In progressive phthisis we 
may note symptoms of hyperthyroidism 
in the incipient stage but with the 
advance of the tuberculous disease they 
disappear. They may also disappear 
when the lung lesion improves, or when 
the patient is cured of his tuberculosis. 
The transitory character of the Iiyper- 
thyroid symptoms, disappearing with the 
aggravation as well as with the improve- 
ment of the tuberculous process, is rather 
suggestive. It appears that the tubercu- 
lous toxin stimulates the thyroid at first 
but when the stimulation keeps on for a 
considerable time it is effective in pro- 
ducing sclerosis of the gland, and for this 
reason we find sclerosis of the thyroid in 
many, many fatal cases of tuberculosis. 
Moreover, hyperthyroidism is often found 
in youthful tuberculous patients, in ado- 

*“Fublished with the permission of the Medical Di- 
rector of the Veterans Administration, who assumes 
no responsibility for the opinions expressed, or the 
conclusions drawn by the writer.” 


The mildness of tuberculosis in hyper- 
thyroid individuals was observed fifty 
years ago by Hamburger, and Morin 
noted long ago that in tuberculous fami- 
lies the members who have large thyroids 
escape, and when infected, recover. S. Solis 
Cohen stated as far back as 1887 that a 
large thyroid is characteristic of immune 
members of tuberculous families. Green- 
field could not find tuberculous lesions 
in any of the fatal cases of Graves’ disease 
that came under his observation. Similar 
experiences have been reported by Sloan, 
and Gerald Webb, and many others have 
had the same experience. In Webb’s ex- 
perience and opinion, “The increase in 
the size and function of the thyroid is 
a phase in marshalling of the body’s de- 
fensive force against the invading dis- 
ease.” Webb quotes Plummer of the Mayo 
Clinic, where large numbers of cases of 
exopthalmic goiter are treated, to the ef- 
fect that tuberculosis is much more rare 
in persons with this disease than in others. 
Hypothyroid individuals, on the other 
hand, very frequently suffer from active 
and progressive tuberculosis of the lungs. 
In fact, in thyroid families some children 
are myxedematous, or cretins, while 
others are tuberculous. W. S. Greenfield 
speaks of “the great tendency of myxe- 
dema to tuberculosis. Of course, it may 
occur in Graves’ disease but as far as I 
can judge there is no special tendency to 
it. In myxedema it is especially frequent.” 
In five out of seven fatal cases of myxe- 
dema, tuberculosis of the lungs was found 
at autopsy; while in none of the cases 
of Graves’ disease was tuberculosis found 
Symptoms and signs of hypothyroidism 
are very often noted in far advanced cases 
of tuberculosis. Experimentally, it has 
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been repeatedly found that thyroidecto- 
, nisted animals show a diminished resis- 
tance to tuberculous infection. Hoffman 
considers the thyroid a special means of 
defense of the organism against tubercu- 
losis, and hyperplasia of the gland a pro- 
tective mechanism. He particularly warns 
against operating on the thyroid without 
considering the possibility of tuberculo- 
sis following thyroidectomy. It has been 
suggested that the thyroid is probably 
exerting its influence in this direction 
through its stabilizing action on calcium 
metabolism. There is considerable evi- 
dence to the effect that tliyroidectomized 
animals show a greatly diminished re- 
sistance to tuberculous infection. 

In a very large proportion of cases of 
pulmonary tuberculosis there are to be 
seen symptoms pointing to disfunction 
of the adrenals — Low blood pressure, as 
well as weakness and lack of endurance, 
myasthenia, pigmentation of the skin, etc., 
have been attributed to' liypof unction of 
the adrenals. The great frequency with 
which these glands are found affected by 
.tuberculosis in cases of phthisis, favors 
the view that this is due to insufficiency 
of the adrenals. Many writers have seen 
a correlation between the excessive func- 
tion of the thyroid in incipient tubercu- 
losis and the insufficiency of the adrenals. 
It is noteworthy that while in nearly 
ninety per cent of Addison’s disease tu- 
berculous changes are found in the adre- 
nals, active tuberculosis of the lungs is 
very rare in this disease; most of the 
lung lesions found at autopsy are of the 
sclerotic type. In fact, tuberculous lesions 
in the lungs found in many cases of Ad- 
dison’s disease are almost invariably of 
slight extent and healed. Cases showing 
the symptoms of hyperthyroidism, in in- 
cipient, tuberculosis, would be given adre- 
nal therapy, and the chronic cases where 
the hyperthyroidism is lacking would be 
given a combination of thyroid and adre- 
nal substance. The latter type of case 
would receive both thyroid and adrenal 
substance because it has been clearly 
shown that there is a sclerosis of the thy- 
roid in tuberculosis with hypothyroidism, 


and feeding the tuberculosis patient the 
internal secretion of the thyroid stimu- 
lates the adrenal medulla. The increase 
of adrenalin so caused provokes the liver 
and other cells to discharge their glyco- 
gen into the blood as glucose and the ele- 
vation of the blood sugar thus produced 
stimulates the islands of Langerlians in 
the pancreas to secrete insulin. This, in 
turn, facilitates carbohydrate metabolism 
and affects the nutrition and activity of 
most of the tissues and organs of the body. 

Modes of reinfection in human beings 
under the following captions present 
facts that are very important points on 
phthsiogenesis : 

(a) Reinfection in sanatoriums and 
hospitals for consumptives. 

(b) Tuberculous disease in medical 
students, physicians and nurses. 

(c) Marital phthisis. 

It may be noted also that tuberculous 
infection can only occur once, and that 
phthisis develops only in persons who are, 
for one reason or another, constitutional- 
ly predisposed to the disease. 

In as much as the non-phthisical con- 
sort has already been infected with tuber- 
cle bacilli during childhood, new oppor- 
tunities for reinfection by cohabitation 
with a consumptive are of no avail to 
produce phthisis. It is his or her consti- 
tution that determines whether consump- 
tion will develop and not the opportunity 
for reinfection. 1 wish to state that the 
constitutional predisposition spoken of so 
often, in my estimation, has its founda- 
tion in the condition of the endocrine 
system. The integrity of this system pre- 
vents tuberculous disease, and impair- 
ment or disfunction precipitates tuber- 
culous disease. 

The process of resistance remains obs- 
cure; and immunity is apparently always 
relative. It appears clear that the circu- 
lating antibodies — bacterio lysins, anti- 
toxins, precipitins, agglutinins, opsonins, 
etc., — play little or no part in the struggle 
of the body against the invading tubercle 
bacilli. It would, therefore, seem that 
humoral meehanisims are not of primary 
significance in tuberculous immunity, but. 
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rather, that the fixed tissue cells hear the 
brunt of the struggle; consequently the 
resistance manifested by the human body 
may depend entirely upon the normality 
and integrity of the endocrine system. 

Further proof that an unbalanced en- 
docrine system predisposes to adult tu- 
berculosis is borne out by the following: 
During the years when most of the hu- 
man infections take place, between the 
second and the fourteenth, the mortality 
from all forms of tuberculous disease is 
comparatively low; then, at the age of 
fifteen, there is another increase in the 
death rate which keeps on rising so that 
from the twentieth year on ward the maxi- 
mum has been reached, keeping up until 
advanced age. 

On the other hand, when the ductless 
glands are presumably functioning nor- 
mally (up to puberty, or adolescence) 
the predominant type of tuberculosis is 
glandular. This would lead one to believe 
that the ductless glands have a controlling- 
influence over the tymphatic system. It 
is only after puberty as a rule that this 
bodily co-ordination is lost and phthisis 
develops. Why should the child have rel- 
ative immunity and the adolescent lose 
it ; and why should one of every seven to 
ten people die of pulmonary tuberculosis, 
if immunity, which was supposed to have 
been attained during childhood, plays a 
major part? It is true that healed tuber- 
culous lesions have been found to contain 
viable and at times virulent tubercle 
bacilli and the fact that this is the case 
in clinically arrested tuberculosis would 
certainly contradict the idea of immunity 
per se. 

We cannot consider these patients 
“carriers” in the true sense of (he word 
because they can be re-infected by the 
same micro - organisms autogenously, 
whereas, in true “carriers,” the organism, 
can infect others but not the same per- 
son. Therefore, if nature herself cannot 
guarantee a natural cure, how can the 


medical profession hope to obtain it 
through induced immunity? The experi- 
mental work and research done along 
immunological lines since discovery of the 
tubercle bacillus by Koch in 18S2 are, I 
believe, in vain. 

The following are some of the causative 
factors of endocrine insufficiency, pre- 
disposing to the development of active tu- 
berculosis : Acute infectious diseases, 
puberty, influenza, syphilis, and congeni- 
tal weakness of the ductless glandular 
system, so that a not-well-definable dele- 
terious agent brings this system to de- 
generation. Active tuberculous infection 
itself must also he emphasized as a causa- 
tive factor. 

Speaking of the suprarenals, Elsasser 
found, among five hundred and forty-nine 
cases from literature, isolated tuberculo- 
sis of the suprarenals in seventeen per 
cent; in forty-eight per cent there was 
combination with pulmonary tuberculo- 
sis; and in the rest of the cases tubercu- 
lous foci in other parts of the body. 

My theory infers that in sixty-five per 
cent of the above mentioned group the 
adrenals were involved with tuberculous 
lesions secondary to the initial ductless 
gland sclerosis, and in the remainder, 
while no microscopic examination was 
reported, a sclerosis probably existed 
which was no doubt primary. In four 
hundred and seventy-two cases the lesions 
of the suprarenal were bilateral. We 
must, therefore, turn our attention to a 
new method in the treatment of tuber- 
culosis — endocrinology and endocrine 
therapy— if the above facts are to re- 
ceive the proper consideration that they 
so justly deserve. 

The text books on Pulmonary Tubercu- 
losis ( Fishberg ) and Endocrinology 
(Falta, Meyers) have been freely consult- 
ed and appreciation is hereby acknow- 
ledged. . 

Kote: The second part of this paper win 

be published in the February issue. 


"Reading Time of Papers published in Diseases of The Chest — 5 to 15 minutes. 
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Surgical Collapse of the 
Lung 


BY 


Most often one interested 
in tlioracic surgery is called 

III “ RAYMOND J. FRIEL, M.D. 

unon to talk to men mterest- 

U[)un iu sait Lake City, Utah 

ed in general surgery, and it 

is -with extreme pleasure that I accept 


this invitation and opportunity to ex- 
change opinions on the treatment of pul- 
monary tuberculosis, and especially with 
regard to its surgical treatment. 

Functional rest of the lung, as a result 
of body and postural rest, is admittedly 
the most important factor in the modern 
sanatorium treatment of pulmonary tu- 
berculosis. It is quite sufficient to bring 
about recovery in a large proportion of 
cases in the early stage, and in some mod- 
erately advanced cases, provided it is 
possible, and provided that the patient 
can be persuaded to continue the rest 
cure sufficiently long. When the disease 
has advanced, however, to more extensive 
infiltration with cavity formation, heal- 
ing may take place as a result of prolonged 
bed rest, but in a vast majority of cases 
the disease progresses and invades the 
opposite lung, the intestines, or the. lar- 
ynx, and, sooner or later, the condition 
becomes hopeless. Hence it is generally 
recognized by plitliisio - therapists that 
something beyond routine sanatorium 
care must be given. 

In a majority of cases, when a tuber- 
culous infiltration is present to more than 
a minimal extent, and when the patient 
has a positive sputum, the failure of bed 
rest to bring about the desired results in 
the large proportion of even moderately 
advanced cases, particularly those with 
cavity formations, has forced the develop- 
ment of other methods of bringing about 
recovery. 

Since Koch’s dramatic announcement 
of the discovery of tuberculin in 1890 we 
have observed, with scarcely less disap- 
pointment, the failure of numerous other 
cures for tuberculosis, such as Marag- 
liano's serum, Friedman’s turtle serum, 


Dryus vaccine, Moolgard's 
sanocrysin, Brothers’ trico- 
tyl, and so forth. The failure 
of all efforts to find some 
specific, curative serum, vaccine or chemo- 
therapeutic has, more and more, directed 
attention to the development of methods 
for giving added rest to the lung and 
closing offending cavities by surgical, or 
at least, by some operative procedure. 
Bacteriology as a baby promised much in 
medicine. It has proven a most distressing 
failure in most fields and especially in 
the treatment of pulmonary tuberculosis. 

As young a field as thoracic surgery is, 
it is still a massive field to cover in the 
treatment of pulmonary tuberculosis. The 
purpose of this paper is to relate our own 
personal experiences with the use of var- 
ious methods of lung closure. While num- 
erous surgical procedures have been pro- 
posed from time to time in the treatment 
of pulmonary tuberculosis, only those 
which have proved of value are included 
under the term “operative collapse ther- 
apy,” and which have for their objective 
function rest of the lung and closure of 
cavities obtained in mechanical ways 
through collapse of the lung. 

Operative collapse therapy is, unques- 
tionably, the only real contribution to 
the treatment of pulmonary tuberculosis 
since Detweiler advocated the principles 
of rest and conservation of vital energy 
sixty years ago. Today, to be even mod- 
erately successful in the treatment of 
pulmonary tuberculosis with cavititation, 
an internist, surgically minded, and a 
Roentgenologist with ability to localize 
and describe existing pulmonary patho- 
logy, are most important. Only by recog- 
nizing the ability of each seperate man 
and weighing his opinion, can some of 
the disasters previously encountered in 
collapse therapy be avoided. 

Operative collapse therapy includes 
many operative procedures for putting 
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the lung at rest and closing the tubercu- 
lous cavities ; however, only four proce- 
dures have passed beyond the develop- 
mental stages and have been generally 
accepted as of established value; namely, 
artificial pneumothorax and its adjunct, 
intra-pleural pneumolysis, phrenic neu- 
rectomy, and extra-pleural thoracoplasty. 
Three other procedures, apicolysis, drain- 
age of the tuberculous cavities, and paraf- 
fine plumbage, are of value in a few 
selected cases. 

Pneumothorax. 

Pneumothorax, of all operative collapse 
procedures, has proved most widely ap- 
plicable and the most valuable. This pro- 
cedure was first noticed accidentally in 
the Napoleonic wars; for here it was 
observed that tuberculous conscripted 
cases who were shot through the chest 
and recovered from their initial shock, 
showed marked improvement in their pul- 
monary tuberculosis following traumatic 
spontaneous pneumothorax. Carson, al- 
most one hundred y r ears ago, first sug- 
gested the possibility of the use of arti- 
ficial pneumothorax as treatment for pul- 
monary tuberculosis. 

The technique will not be discussed, 
because it is pretty well standardized. I 
should mention, however, that by employ- 
ing carbon dioxide instead of air for pri- 
mary inflations, the danger of gas enter- 
ing the pulmonary circulation and caus- 
ing cerebral gas embolism is greatly les- 
sened, because carbon dioxide combines 
very quickly with the blood stream. 
Generally speaking, small quantities of 
gas, from 150 to 350 cc., should be used 
every few days for the first few weeks, 
while a careful check is made of the de- 
gree of collapse by the flouroscopic screen, 
or by means of Roentgen film. 

Indications for Pneumothorax. 

Artificial pneumothorax should be uti- 
lized much earlier than is now customary. 
The indications vary within the widest 
limits, and every case presents a problem 


for the physician to solve on the basis of 
his experience with the usual regime and 
pneumothorax therapy. If, after reason- 
able sanatorium care, that is, three to four 
months, a case still has positive sputum, 
even though the lung involvement seems 
to be minimal in extent, pneumothorax 
should be considered. The treatment 
should he used before destructive lesions 
are established, or pleuritis forms adhe- 
sions with consequent unsatisfactory col- 
lapse of the lung. 

Hemoptysis, whether slight or severe, 
is an obligatory indication for artificial 
pneumothorax, as soon as the site of bleed- 
ing can be established and the contrala- 
teral side has been cleared of infected 
blood. 

Tuberculous spontaneous pneumotho- 
rax should be converted into a controlled 
artificial pneumothorax. 

Tuberculous pleurisy with effusion 
should be treated by replacing the fluid 
with air and an artificial pneumothorax 
maintained according to the indications 
of the underlying disease. 

Ten years ago Dr. Matson, of the Port- 
land Open Air Sanatorium, reviewed the 
end results of six hundred cases of pul- 
monary tuberculosis subjected to pneu- 
mothorax treatment during the previous 
twelve years, with the following results: 

Of those cases in which pleuritic ad- 
hesions did not prevent satisfactory clo- 
sing of the cavities or adequate function- 
al- rest of the lung, 4S per cent made 
clinical recovery; IS per cent were ar- 
rested; 12 per cent were improved or un- 
improved ; and 22 per cent were dead. In 
a second group of cases where adhesions 
did prevent adequate functional rest or 
satisfactory closure of the cavities, 11 per 
cent were clinically well ; 12 per cent were 
arrested ; 19 per cent were either improved 
or unimproved, and 58 per cent were dead. 

Thus, we see that adhesions in the chest, 
preventing efficient collapse of the lung, 
increase the mortality rate approximate- 
ly 300 per cent. In this series also were 
120 cases used as controls. A pneumotho- 
rax was indicated in these cases, but no 
gas could be introduced because no free 
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pleural space could be found. These pa- 
tients were subjected to prolonged, good 
sanatorium care. The end results were 
that five per cent made clinical recover- 
ies ; nine per cent became arrested ; tw entj 
per cent were improved or unimproved ; 
and CG per cent were dead. Thus we see the 
great importance of efficiently and ade- 
quately closing offending cavities, and if 
a partially efficient pneumothorax can 
be converted to an efficient one, the pa- 
tient’s chances of getting well are in- 
creased 300 per cent. 

There have been a number of proced- 
ures proposed for severance of these ad- 
hesions, which, roughly, can be grouped 
into two large classes : first, open intra- 
pleural pmeumotysis, and second, closed 
intra-pleural pneumolysis. Competent 
opinion expresses the belief that any ad- 
hesion that can be successfully cut by 
the open method can, with the newer in- 
struments and electrical coagulation sets, 
be successfully cauterized by the closed 
method. The method of choice, whether 
the two-puncture method, as described in 
this country by Matson, or the one-punc- 
ture method, using the Cutler-Davidson 
operating tliorasiscope, depends upon the 
training and experience of the operator. 
The type of adhesion to be cauterized may 
influence greatly the method of surgical 
procedure. 

Using the one-puncture method and 
carefully outlining on the chest wall the 
location of the adhesion and its approxi- 
mate direction and point of attachment 
to the chest wall, will enable a large num- 
ber of supposedly difficult adhesions to 
become easily accessible. The two-punc- 
ture method is preferable for the largest 
number of cases, because adequate ex- 
posure of the adhesion can be obtained 
through either the anterior or posterior 
opening. Oliothorax, while having enthu- 
siastic French supporters as excellent 
therapy for pleural tuberculosis and for 
maintaining a pneumothorax that threat- 
ens to expand unless dangerously high 
positive pressures are used, lias not found 
the same support among American tho- 
racic surgeons. 


One who inspects the pleural cavity 
through a tliorasiscope, after the use of 
oil of gominol in either a paraffine oil 
base or an olive oil base, is immediately 
struck by the marked precipitation of 
paraffine and oily debris on the pleural 
surfaces. Inter-thoracic pneumolysis in 
the presence of an efficient oleothorax 
presents difficult problems of properly 
cleaning the adhesive bands before their 
cauterization. 

A cavity, triangular in outline, in a 
partially efficient pneumothorax almost 
invariably contains some lung tissue pro- 
longed into the adhesion, whereas if the 
outline of the cavity is round the adhesion 
perhaps contains little or no lung tissue. 
The production of a bronchopleural fis- 
tula in the presence of an oleothorax is 
not an uncommon occurrence. 

Phrenic Interruptions 

1 have titled this section Phrenic In- 
terruptions because in recent years dif- 
ferences of opinion as to whether the nerve 
should be temporarily or permanently 
interrupted have caused confusion as to 
the proper procedure to follow. Many 
cases in which a complete exairesis has 
been done have produced some alarming 
and distressing symptoms for the patient. 
In carefully checking our small series of 
cases we find that most often gastric up- 
sets and abdominal distress have followed 
complete interruption of the left phrenic 
nerve. Complete evulsion of the right 
phrenic nerve will, in a vast majority of 
cases, give few or no distressing symp- 
toms. Complete evulsion of the left phre- 
nic nerve may be followed by various 
symptoms more or less distressing in a 
relatively large proportion of cases some- 
what relieved by pneumoperitoneum. 

Perhaps, then, we should advocate com- 
plete exairesis of the right phrenic with 
temporary interruption of the left phre- 
nic and if, after a period of six to eight 
months, diaphragmatic elevation is ex- 
cellent and improvement has been noticed 
in the lung, the patient should be sub- 
jected to the second surgical procedure 
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ami the nerve completely evulsed. This 
procedure is justified and perhaps should 
precede all extra-pleural thoracoplasty. 

In a critical analysis of the bibliogra- 
phy of phrenic exairesis, 17 per cent of 
the cases in which no free pleural space 
could be found, and in which some col- 
lapse procedure was indicated (most often 
extra-pleural thoracoplasty) made com- 
plete, clinical recoveries and the more 
dangerous and extensive surgical proce- 
dures became unnecessary. 

Plumbage 

Plumbage has made its appearance 
again and again in thoracic surgery, only 
to be discarded and again to be taken 
up with increased enthusiasm as some 
separate group of surgeons report in- 
creasing good results. After the abandon- 
ment of fat and muscular plugs, various 
types of foreign bodies have been tried 
with greater or less success. A mixture 
of paraffines with varying melting points 
have been tried and perhaps this type of 
plug, with the addition of some heavy 
metal, ought to produce a most satis- 
factory compression material. The anter- 
ior tnethod of introduction has been prac- 
tically abandoned, and if the plug is in- 
troduced by the posterior method, the 
procedure takes on practically the same 
hazards and risks for the paiient as does 
the upper stage of thoracoplasty. 

Thoracoplasty. 

Next to satisfactory pneumothorax an 
extra-pleural thoracoplasty is the most 
valuable procedure for putting a lung 
at rest and in the state of collapse. This, 
of course, is accomplished indirectly as 
a result of removing all or part of the 
bony framework supporting the adherent 
visceral and parietal pleura and its under- 
lying diseased lung. 

After undergoing many modifications 
in technique, credit for giving us a sur- 
gical procedure of unquestionable value 
and low mortality in carefully selected 
cases belongs to Sauerbruch and Brauer. 
No hard and fast rules should be laid 


down as to the number of ribs to be re- 
moved at each stage. The condition of 
the patient, the efficiency of the operat- 
ing force, the ability of the anaesthetist, 
the competency of the post-operative nurs- 
ing, — all should modify the extent of the 
procedure and the amount of bony tissue 
removed. It is better to remove smaller 
portions of ribs posteriorally and later 
to supplement the posterior stages by an 
axillary stage than to attempt to remove 
massive amounts of rib by prolonged and 
severe traction of the extensor muscles 
of the back. The question as to when the 
second, third or fourth stages should be 
done should be controlled by a careful 
measuring of the intravenous pressure 
and by relying on the opinion of the in- 
ternist as to when the cardio-vascular 
system has returned to a point as near as 
possible to the condition before surgery. 

While pneumothorax gives the mosf 
efficient and complete type of collapse, 
and while extra-pleural thoracoplasty 
gives the next most efficient type of col- 
lapse, sometimes social conditions, the 
intelligence of the paiient, and his will- 
ingness to cooperate in a prolonged mul- 
tiple-puncture procedure, may change the 
indications from pneumothorax to thora- 
coplasty. How often have we seen an ef- 
ficient pneumothorax lost after many 
months of tedious effort and care, because 
of ignorance on the part of the patient, 
or financial inability to prolong his care! 

While a strictly medical indication for 
thoracoplasty may not be present, and 
where some of the less severe procedures 
would suffice, thoracoplasty may be in- 
dicated because of the social or financial 
condition of the patient. 

While thoracic surgery is a relatively 
new field, and while, as yet, operative 
procedures have not been standardized 
as well as they have been in the abdominal 
field, certain basic principles have been 
laid down which will modify the mortality 
rate and decrease the morbidity of the 
paiient. Crushing of the iniercostal nerve 
is not, at the time of surgery, time con- 
suming and gives relief from post-opera- 
tive pain. An oxygen tent 24 hours before 
(Continued to page 28) 
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Tuberculous Empyema 


Tuberculous empyema is just- 
ly considered one of the most ser- 
ious complications of pulmonary 
tuberculosis. While more recent 
knowledge has improved the outlook for 
the patient with this condition, the mor- 
tality is still generally regarded as any- 
where from thirty to seventy per cent. 

Tuberculous empyema develops most 
commonly as a complication of pneumo- 
thorax, either induced or spontaneous. 
It occurs most frequently in connection 
with the latter condition. It develops oc- 
casionally in pulmonary tuberculosis in 
the absence of pneumothorax. 

Tuberculous ernpyma usually begins as 
a more or less clear, amber-colored fluid 
in which, on careful search, especially by 
culture or by ginuea pig inoculation, the 
tubercle bacillus can be demonstrated. 
This fluid generally becomes cloudy and 
later may or may not contain pus as well 
as mixed infection. The amount of fluid 
may be small or large. Five or six quarts 
may be contained in the empyema cavity 
at a time. The symptoms may be very 
marked or mild. In the presence of a 
mixed infection, especially in cases of the 
acute type, the symptoms are usually 
marked and the patient is overwhelmed. 
In other cases, depending on the nature 
of the infection and the general condition 
of the patient, the symptoms may be of a 
degree anywhere between these two ex- 
tremes. 

In the treatment of empyema there is 
just one point on which there is uniform- 
ity of opinion among those familiar with 
the handling of this condition. That is, 
that open drainage, the treatment for 
ordinary empyema, should never be estab- 
lished in tuberculous empyema unless all 
other measures for the control of the 
empyema have failed. Open drainage in 
these cases introduces infection from with- 
out and usually leaves the patient with 
a draining sinus for the rest of his life 
and its consequent debilitating effects, 


or necessitates extensive mutilat- 
ing surgery to partially undo the 
damage. Before an empyema in 
its earlier stage of treatment is 
subjected to open drainage it should be 
made as certain as possible that it is not 
a tuberculous empyema. 

Inasmuch as there is no uniformity of 
opinion as to the positive treatment of 
tuberculous empyema, practically every- 
thing possible has been tried. These meas- 
ures have all been found wanting. 

There are certain cases that tend to 
cure spontaneously. These are the cases 
with a relatively small amount of non- 
toxic empyema spread out in a more or 
less thin layer in the pleural space. These 
may absorb or undergo organization. The 
milder type, even when the amount of 
fluid is relatively large, may clear up as 
the result of simple aspiration. Still other 
cases will yield to aspiration and irriga- 
tion. A few of the more severe cases, es- 
pecially if they have been neglected, will 
require surgery, that is, rib resection in 
varying amounts, either after open drain- 
age or after aspiration. Thorocoplasty 
also may at times be necessary to elimi- 
nate a pleural space caused by a failure 
of the lung to expand after the empyema 
has cleared up, or to prevent too great a 
deviation of the mediastinal contents in 
the attempt of nature to eliminate such 
a pleural space. Oleothorax, in the hands 
of some, has apparently yielded excellent 
results, while in the hands of others, the 
results have been very discouraging. This 
tends to lead one to believe that its use 
may depend upon the technique and op- 
portunity or ability to control the patient, 
conditions which often determine the re- 
sult of any particular line of treatment. 

The condition of the underlying lung 
helps to determine the object sought in 
treatment. If the condition of the lung 
is such that it may safely be allowed to 
expand, the object is to clear up the 
empyema and bring the lung out. On the 
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other hand, if the lung must still he kept 
collapsed, then the object is to not only 
clear up the empyema, but to continue 
the collapse of the lung by the pneumo- 
thorax, if there was one, or by thoraco- 
plasty. 

It is my feeling that by means of the 
more conservative treatments it is pos- 
sible to clear up a large proportion of the 
ordinary empyemas that occur in connec- 
tion with pulmonary tuberculosis and 
that, under such circumstances, a great 
many of the serious complications such 
as cutaneous and broncho-pleural fistulae 
and unobliterated pleural spaces with 
their consequent results would he avoided. 
The clearing xip of any of these serious 
complications means extensive and radi- 
cal surgery. Fortunat ely, however, due to 
the high degree of efficiency that chest 
surgery has reached in more recent years, 
the outlook for patients with these com- 
plications has markedly improved. On the 
other hand, I feel that a like improvement 
in the so-called conservative treatment 
would eliminate the necessity for much 
of this extensive surgery. 

In this discussion it is my purpose to 
call attention to a technique in the con- 
servative treatment which has proved 
relatively satisfactory in a limited num- 
ber of the cases of empyema encountered 
in connection with pulmonary tuberculo- 
sis. In presenting this treatment, I am 
aware that almost countless solutions 
have been tried in this treatment. 

Fifteen years ago, following the report 
of its use in the English army, I began 
to instill pure grain alcohol in the pleural 
cavity after the pus was removed and the 
cavity repeatedly washed clean with nor- 
mal salt solution. According to the report, 
the English used only a dram or two of 
the alcohol and, although the results were 
fairly satisfactory with this technique, 
after two or three years I discontinued 
the use of alcohol and in its stead used 
the formalin and glycerine solution ac- 
cording to the Murphy formula, following 
Dr. Kalb’s report in 1922 of his results 
with this treatment. The formalin and 
glycerine treatment was relatively satis- 


factory as to ultimate results obtained, 
but the reaction after each treatment was 
severe. Because of this I returned to the 
use of alcohol and during the past seven 
or eight years have employed this treat- 
ment almost exclusively in handling these 
cases. 

The original technique of the alcohol 
treatment has been modified by using a 
larger amount of the alcohol. I usually 
use from a half to one ounce at the first 
treatment, increasing the amount rather 
rapidly in subsequent treatments, up to 
three ounces. There is no unpleasant re- 
action even when the larger amounts of 
the alcohol are used. At times there may 
be a slight rise in temperature for a day 
or two and occasionally, where there 
seems to be a rather rapid absorption, 
especially in susceptible individuals, the 
alcohol pi’oduces a tendency to “sleep’’ 
for a few hours following the instillation. 

The technique employed is as follows: 
The instruments used are a No. 13 aspi- 
rating needle, a piece of ordinary stetho- 
scope tubing about five inches long, a 
100 cc. ground glass syringe, a pneumo- 
thorax outfit, ordinary pus basins, a 
hemostat, etc. The patient is placed on a 
firm table with the involved side up, the 
field is prepared, the site selected for 
aspirating is tlioi’oughly anesthetized 
with novocaine, the needle with the tub- 
ing attached is inserted into the empyema 
cavity and the tubing is then clamped with 
a faii'ly large hemostat. The patient then 
turns completely over so that the good 
side is up. The hips remain on the original 
table and the shoulders i-est on a small, 
well padded table which has been placed 
alongside the head of the original table. 
The patient is then in such a position 
that the needle is in the bottom of the 
empyema cavity and extends directly 
downward. The lower end of the needle is 
also free in the triangular space between 
the two tables, permitting easy access for 
the operator. If the empyema cavity is so 
located that it cannot be entered from 
the axillai-y region, the position of the 
patient is changed accordingly, so that 
the aspirating may be done from the bot- 
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tom of the cavity, the object being to 
wash the cavity clean. A pus basin is 
placed on a low bench directly under 
the tubing, which is attached to the 
needle. The liemostat is now removed 
from the tubing and if the fluid is not 
too thick or the pressure too negative in 
the cavity, the fluid will run slowly into 
the basin. The glass syringe is now at- 
tached to the lower end of the rubber 
tube and the cavity aspirated. While the 
syringe is being emptied the rubber tube 
is clamped. Air is injected into the pleu- 
ral cavity through the fluid by means of 
the aspirating syringe as it is needed to 
keep the patient comfortable. Ordinarily, 
with a needle of this caliber, the pleural 
cavity can he completely emptied before 
any of the irrigating solution is intro- 
duced. If there is trouble due to flakes, 
some of the saline can be injected by 
means of the syringe at any time. 

When the original fluid is all out of 
the pleural cavity, the cavity is repeated- 
ly irrigated until the last washings are 
clear, using from a pint to a quart or more 
of the saline. The patient is then turned 
back onto the original table with the good 
side up and with the aspirating needle 
and the rubber tubing in place, the tub- 
ing being clamped. The barrel of the aspi- 
rating syringe is connected with the tube, 
the amount of alcohol to be used poured 
into the syringe, the clamp temporarily 
removed, and the alcohol allowed to run 
in or is gently forced in by the plunger 
of the syringe. The clamp is then replaced 
and the pneumothorax outfit connected 
with the rubber tubing. The clamp is re- 
moved and the pressure within the pleu- 
ral cavity regulated. The clamp is again 
replaced and another smaller syringe is 
connected with the tubing, and by means 
of this syringe a small amount of iodine 
is left in the needle tract as the needle 
is withdrawn. A firm gauze pack is placed 
over tbe needle hole and tightly strapped 
with several pieces of inch adhesive reach- 
ing from the posterior to the anterior 
midline and the patient instructed to lie 
as much as possible on the good side for 
the first few days. The iodine, the firm 


strapping, and the position are for the 
purpose of preventing the possibility of 
a sinus developing in the needle tract. 
The strapping is left on for three or four 
days. 

All cases, whether acute or not. that are 
being aspirated should be kept pretty 
closely to their beds during the period 
of treatment. At the beginning, the treat- 
ments are repeated at least every week. 
After several treatments, the period may 
be gradually lengthened, if the condition 
warrants. When the fluid becomes sero- 
sanguineous and free from infection, the 
treatment is discontinued. 

I have used this treatment both in pri- 
vate practice and in hospital work, but I 
am including only the results from pri- 
vate practice here because the opportunity 
for control of the hospital cases was not 
sufficient. I realize that the number of 
cases treated is very small, but I am pre- 
senting them because I feel that the 
method of treatment is worth while and 
deserves further trial. In twenty-two cases 
the results were as follows : 

One case cleared with no treatment. 

Five cases cleared with formalin and 
glycerine treatment. 

One case with treatment of formalin 
and glycerine alone failed to clear. 

Fine cases with treatment of alcohol 
alone cleared. 

One case with treatment of alcohol 
alone did not clear. 

Four cases with treatment of formalin 
and glycerine and alcohol did not clear. 

One case with treatment of formalin 
and glycerine and alcohol cleared. 

The four cases which failed to clear 
with the formalin and glycerine also failed 
to clear when alcohol was used instead 
of formalin and glycerine. In the six cases 
that did not clear, four had either exten- 
sive tuberculosis and long-standing, neg- 
lected empyemas or a very' poor general 
condition. Two of the earlier cases in good 
general condition failed to clear. I feel 
that had they been kept more quiet per- 
haps they would have had a better chance 
(Continued to page 2G) 
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Utilization of Southern Sanatoria for 
Under-Graduate Training* 


The tuberculosis sanato- 
rium lias come to occupy a 
unique position among insti- 
tutions for tlie care of the 
sick. Established to exploit an idea of 
treatment and located, as a rule, in in- 
accessible places with a view of employing 
natural therapeutic agents, we have seen 
it, in comparatively recent times, develop 
and expand under the impetus of more 
extensive and accurate knowledge into a 
modern, well-equipped hospital with com- 
plete facilities for all forms of care. We 
have seen it moved from the mountain 
and placed at our door, making its bene- 
fits available to the many where former- 
ly only a few could profit. 

Designed to treat only those slightly 
ill, its doors now have been opened to all 
stages of the disease, which has tended to 
project its usefulness into another do- 
main — that of public health — for the se- 
gregation of the infectious types has re- 
moved active foci of the disease from the 
community environment. Already the ef- 
fect of this “mass infection” removal is 
being shown in accelerated mortality and 
morbidity trends. 

It is an interesting observation that 
institutional care of the consumptive in 
England prior to 1850 brought a rapid 
decline in the mortality from tuberculo- 
sis in the subsequent decades. This was 
brought about somewhat accidentally. 

The fact is that the consumptive in 
many instances early became a pauper 
and sought refuge in the almosliouse. 
Thus he was removed from his en- 
vironment and lessened the number of 
contacts 1 . 

Had the sanatorium done no more than 
serve as an isolation hospital, removing 
the communicable cases of the disease 
from their surroundings, giving these un- 
fortunates comfort and repose in their 

‘President’s Address, Southern Sanatorium Asso- 
ciation, Hot Springs, Arkansas, October 1st, 1936. 
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extremity, and teaching the 
fundamentals of hygiene to 
those coming under its in- 
fluence, it would justify its 

existence. 

But much more is being done by the 
sanatorium. It is teaching the public and 
the individual patient that tuberculosis 
is curable and preventable. Was it not 
its early success in therapy, bringing, as 
it did, hope and inspiration to a vast host 
of humanity, which has culminated in the 
present great movement for the eradica- 
tion of this dread disease? Within its 
portals thousands upon thousands of tu- 
berculous sick are being taught the prin- 
ciples of healthful living and personal 
hygiene , which is contributing measur- 
ably to more hopeful prospects for control 
of this disease. 

Furthermore, the sanatorium has de- 
veloped into a center for research. Many 
contributions to our knowledge of the 
bacteriology, pathology, diagnosis and 
treatment of tuberculosis have originated 
under its roof. 

Perhaps one of its most vital func- 
tions is that of an educational institu- 
tion. It is here that post-graduate in- 
struction is frequently given to physicians 
and nurses. Our leading specialists in the' 
respiratory diseases have gleaned their 
most valued experiences there. The sana- 
torium has been the hub, especially in 
America, around which have revolved the 
most effective programs of preventive 
work. 

The properly conducted modern tuber- 
culosis sanatorium has then a threefold 
value — curative, preventive, educational. 

It is this last function to which I would 
direct attention. It seems to me rather an 
odd commentary on our methods of medi- 
cal instruction that in spite of the many 
years of the sanatorium’s existence, in 
spite of the wealth of clinical material 
and the availability of able teachers, only 


BY 

WILLIAM ATMAR SMITH 
Hot Springs, Arkansas 



1937 


DISEASES OF THE CHEST 


in very recent years liave these unparal- 
leled resources been appreciated and uti- 
lized for the under-graduate. 

Perhaps the failure of deans and pro- 
fessors of medicine to appreciate these 
opportunities may be due, as Moorman 
charitably suggested several years ago 
in his excellent plea for a better place 
for tuberculosis in the curriculum 2 , to 
the inaccessibility of the sanatorium to 
the medical school. 

Personally, though, I feel convinced 
that there was a lack of “intuitive saga- 
city” in medical pedagogy, if nothing 
worse. 

More than a decade ago Sir Robert 
Philip, of Edinburgh 3 , said: “In view 
of the predominant part played by tuber- 
culosis in mortality and disease incidence, 
and the rapid strides recently made in 
the elucidation of tuberculosis — clinical, 
pathological, epidemiological, sociologi- 
cal — there is a clamant need for fuller 
training of physicians and nurses.” 

It is generally conceded even today 
that the graduate in medicine has an 
“inadequate appreciation of the problems 
of tuberculosis” 4 . Much blame has been 
placed on the general practitioner for 
bis failure to diagnose and handle pro- 
perly cases of the disease coming to him. 
Might not the blame for this be traced 
further back? If it is believed be is a van- 
guard of the forces combatting this dis- 
ease, should not more aggressive effort 
have been exerted that he, as a student, 
might obtain the fundamental facts in 
the diagnosis and treatment of this dis- 
ease? 

The disease and its problems should 
not he taught as a specialty, but rather 
as a part of the course in internal medi- 
cine, definitely integrated with the whole 
clinical program. For, as Moorman has 
pointed out, “It is impossible to teach 
tuberculosis without teaching the broad 
principles of general medicine” 5 . How- 
ever, I do believe that in order to obtain 
a comprehensive view of the clinical as- 
pects of the disease, its early and late 
appearances, its complications, the meth- 
ods employed for its detection, the varied 


courses it pursues and the accepted meth- 
ods of treatment, it is essential that the 
student be given these opportunities so 
abundantly afforded by the sanatorium. 

I have no prescribed course to advocate, 
hut were I in a position to do so, I would 
demand that the student he so taught 
that in diagnosis he should rely on a care- 
ful clinical history and a properly in- 
terpreted Roentgenogram in early dis- 
ease rather than on physical emamination 
(Braeuning has stated that “early pul- 
monary tuberculosis must be seen and 
not heard”) ; that in treatment rest is 
still the sheet-anchor of therapy, hut col- 
lapse procedure must he constantly kept 
in mind; that prevention of the disease 
is the ultimate goal and can be achieved 
to no small extent by the application of 
the principles of scientific epidemiology. 
I would demand that each student be re- 
quired to have a definite period of sana- 
torium instruction. These institutions are 
available all over the country at the pre- 
sent time for this purpose. Thousands of 
beds are capable of being used, and there 
is an ample supply of well-trained clini- 
cians whose services could be drafted. 

In order to secure information as to 
whether our Southern sanatoria are being 
used for this purpose, I sent out a ques- 
tionnaire to the medical directors of the 
majority of the institutions within the 
conference area. Although these data are 
not complete, they are sufficiently ac- 
curate to illustrate the point desired. 

In this investigation twenty-eight sana- 
toria responded to the questionnaire. For 
the purpose of analysis, these were di Tided 
into three groups. 

In the first group were placed those 
sanatoria in which no under-graduate 
teaching of any kind is done; in the second 
group those in which some litle effort 
is being made in this direction; and in 
the third group those in which there is 
definite evidence that their facilities are 
being used for this purpose. 

The first group consists of 12 sanato- 
ria with a total of 2,380 beds; in the 
second group there are 8 sanatoria with 
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1,774 beds; and in the third group there 
are S sanatoria with 2,631 beds. 

The teaching in the second group con- 
sisted largely in the employment of a 
small number of medical seniors during 
the summer months. The sanatorium 
usually accepted from one to four of these, 
who, although not given an arranged 
course, were permitted to do the work 
ordinarily performed by an interne. — 
history taking, physical examination, x- 
ray and laboratory work, and the admin- 
istration of treatments under supervision. 

In the third group there were several 
located in close proximity to universities 
and medical schools, which are apparent- 
ly giving a scheduled, well - regulated 
course of instruction. In one of these, 
students are required to spend two weeks 
in the institution and are given an inten- 
sive course of instruction. In another, one 
week of residence is required. In others, 
a certain number of hours are arranged 
for lectures and demonstrations each 
year. The course, as a rule, was limited 
to senior students, although in some ins- 
tances juniors and even sophomores se- 
cured some form of tuberculosis instruc- 
tion. On the whole it would seem that the 
medical schools in the South are im- 
pressed with the need of utilizing sana- 
toria for clinical purposes, but it would 
appear that in only a comparatively few 
could the instruction be deemed adequate. 
However, it would not be possible to draw 
a correct conclusion in this regard, be- 
cause we have no way of estimating the 
amount of teaching given on this subject 
in connection with the chest services of 
the various teaching institutions. 

I do not believe that it is possible to 
standardize any form of teaching ; nor am 
I convinced that, were this possible, it 
would be advisable to attempt it. How- 
ever, the importance of education in the 
fundamentals of chest disease would seem 
to warrant some minimal standard; and 
it would seem to me not improper that, 


and in the limited-teaching groups of 
sanatoria, embracing 4,150 beds, little or 
no value is being derived from an under- 
graduate educational standpoint. At the 
same time there are numbers of well 
qualified and well trained experts in these 
institutions, whose talents are being neg- 
lected and whose services would be a real 
contribution in making better and more 
capable medical graduates. 

Each year we have approximately 500 
junior medical students in our Southern 
schools, the majority of whom are un- 
occupied during the summer vacation. 
Many of them would welcome an oppor- 
tunity to spend these months gaining 
practical knowledge and experience about 
such an important subject as tuberculo- 
sis and diseases of the chest. Were it pos- 
sible to secure this tj-pe of training for a 
large percentage of these young men and 
women, it would equip them for a better 
comprehension of the disease and its 
problems. 

This is a task to which the Southern 
Sanatorium Association might address it- 
self. It seems to me a feasible plan could 
be worked out and handled by an efficient 
secretary at a nominal cost, Avhereby the 
institution and the student could be 
brought together to mutual advantage. 
It would be an opportunity for this Asso- 
ciation to render a very valuable service 
in the making of more efficient, more 
interested, more tuberculosis-minded gen- 
eral practitioners, the effect of which 
would be to render added strength to the 
forces at work for the eradication of this 
disease. 
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19 3 7 DISEASES OF THE CHEST 

Diagnosis of Early 
Tuberculosis 


Knowledge of the diag- 
nostic points of pulmonary 
tuberculosis is so wide- 
spread that it seems almost 
a waste of time to reiterate them. Yet 
well-known paths are sometimes a little 
carelessly and thoughtlessly trod. In a 
disease so destructive of health and life 
and wasteful of time and money as is tu- 
berculosis, reviewing the early signs which 
may point to simple and effective and al- 
most preventive treatment may be worth 
while. 

I stress the urgency of careful, complete 
examinations, reexaminations, and con- 
tinued observation of individuals who 
present even one of numerous evidences 
of tuberculosis. 

The first fact of importance is a history 
of contact. We have recognized that more 
fully in children than in adults, but it is 
important also in adults. We often see 
tuberculous patients who have had no 
known contact. But that patient who has 
had definite contact should be regarded 
with more suspicion and should be more 
carefully observed than his symptoms 
may at first seem to warrant. 

The history is important too as regards 
loss of vigor, loss of interest or failure 
to carry out accustomed activities, un- 
accustomed tiring, loss of weight, or ina- 
bility to regain weight after stress or 
acute illness, loss of appetite or enjoy- 
ment of life. These things go with the 
insidious onset of tuberculosis. Later 
comes afternoon fever usually in the in- 
sidious case. In the more acute onset, fever 
and night sweats may come first. 

More specific symptoms pointing to 
tuberculosis are pain in the chest and 
cough. Transient pains may prove to be 
of no importance, but the physician should 
at least determine a cause for the pain ; 
whether due to overexertion, costal strain. 

•Presented before the 45th Annual Session of the 
Arizona State Medical Association, April' 23-25, 1936. 


strain, a chronic or acute 
bronchial and aecessorv 
pulmonary infection, true 
neuralgia due to focal in- 
fection, or a more sei'ious condition such 
as heart disease or malignancy. Possibly 
the older practitioners were more astute 
than we in ferreting out the cause of 
pain. Time fibrinous pleurisy always 
means definite infection in the chest and 
most often tuberculosis, if pneumonia is 
ruled out. 

Cough may come from a variety of 
causes, but if the heart is excluded it is 
usually from the larynx, bronchi, or lungs. 
I have seen only one actual case of severe 
paroxysmal night cough in an old man 
whose uvula, elongated and edematous, 
actually rested, when relaxed, on the vo- 
cal cords. Shortening the uvula relieved 
the cough, but this cause is very rare. 
Cough coming first from the larynx is 
also comparatively rare, except in acute 
laryngitis which quickly subsides. Pri- 
mary cough caused by ’ tuberculosis of 
the larynx also is rare. Polypi and other 
growths in the larynx are uncommon. I 
believe also that cough caused by drop- 
ping of secretions into the nasopharynx 
from the sinuses is uncommon and that 
no cough should be ascribed to this cause 
without careful demonstration of its ex- 
istence. 

Cough from an acute bronchitis is move 
common, but if the physician assigns this 
cause for a patient’s cough, reexamination 
must be made at least monthly for three 
months to be sure that there is not some 
underlying more serious etiology. 

Cough due to hay fever is not uncom- 
mon, but should disappear quickly under 
appropriate therapy. 

Chronic bronchitis and bronchiectasis 
with or without asthma commonly cause 
cough. These conditions can be readily 
differentiated from tuberculosis by lipio- 
dol injections and x-ray film. Occasional- 
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ly, tuberculosis is diagnosed when exam- 
ination would show bronchiectasis and, 
of course, more commonly bronchitis has 
been diagnosed when the actual condition 
was tuberculosis. 

The raising of sputum always means 
intrathoracic trouble — bronchitis, bron- 
chiectasis, abscess, tuberculosis, other 
rare infection, of malignancy. I do not 
believe that patients raise sputum from 
the traecliea or bronchi because of drop- 
pings from the sinuses into the nasoph- 
arynx. 

Unaccustomed dyspnea on exertion may 
rarely be a first sign of tuberculosis. 

Blood spitting is one symptom that 
should put a physician definitely on 
guard. Pyorrhea as a cause of hemoptysis 
is certainly most uncommon. Varices in 
the upper air passages, pharynx, or eso- 
phagus are also rare. On the other hand, 
hemoptysis is not uncommon in bron- 
chiectasis. However, this is usually a 
chronic disease and therefore should not 
be confused with tuberculosis. Certainly, 
hemoptysis occurs most commonly in tu- 
berculosis, and tuberculosis should be 
carefully excluded before diagnosing any 
other cause for it. 

A symptom complex which not infre- 
quently has first brought a tuberculosis 
patient to the physician is that of so-called 
‘‘flu” or influenza; occasionally also a 
diagnosis of pneumonia is first made in 
this type of patient who some weeks or 
months or perhaps a year or more later 
proves to have tuberculosis. Certainly not 
all so-called “flu” is tuberculosis, but it 
is also certain that these cases must be 
observed and reexamined at intervals 
after their recovery from so-called “flu”, 
if tuberculosis is to be ruled out or dis- 
covered at an early stage. 

Pleural effusion is another condition 
that should not be lightly passed over. 
When no other etiology is present, a large 
percentage will be due to obscure tuber- 
culosis. Frequently it is wise after aspira- 
tion of fluid to cause temporary pneumo- 
thorax until the lung can be thoroughly 
x-rayed and tuberculosis with cavity 
ruled out. Even when no tuberculosis can 


be diagnosed, it still may be present. Re- 
cently a young patient of mine with effu- 
sion and no demonstrated lung trouble, 
but in poor general condition, was in bed 
three months, made marked improvement, 
and was about to be released when he de- 
veloped fatal tuberculous meningitis. 

Spontaneous pneumothorax rarely is a 
first sign of tuberculosis. Some cases of 
spontaneous pneumothorax probably are 
not tuberculous in origin, but all must 
be carefully observed and the patients re- 
examined repeatedly. 

Some acute fevers though at first to be 
due to other conditions prove to be tu- 
berculous. 

The average case, however, with which 
this paper is concerned has only vague 
symptoms — cough, pain, loss of weight, 
malaise, and so on. 

Examination should be general and 
thorough. For the chest it includes in- 
spection, palpation, percussion, and 
auscultation before and after cough. 
Listening to the chest after congli is of 
great importance in eliciting signs of early 
disease. Fluoroscopy is of value. 

Most important in this early case is 
the x-ray film, preferably stereoscopic. 
I believe that endeavoring to save a pa- 
tient’s money by not having an x-ray film 
made is often in the end a waste, both of 
his time and money, and often of his 
health. 

The blood examination is next in order. 
Anemia should be discovered, if present. 
The white blood count is of value chiefly 
for the differential count. A high mono- 
cyte count and a relatively low lympho- 
cyte count is somewhat indicative of tu- 
berculous activity. The sedimentation 
l’ate, if rapid, will support other positive 
findings of tuberculosis. Urinalyses and 
sputum examinations should be made. 

Sputum may have to be examined re- 
peatedly and possibly by culture and 
guinea pig inoculation before being de- 
clared negative. Even repeated negative 
sputum tests do not disprove tuberculosis. 

Jf a positive diagnosis cannot be made, 
but some of the findings or symptoms 
point toward tuberculosis, the patient 
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should return for reexamination at in- 
tervals of a few weeks. 

It may be important to make a stool 
examination, agglutination for malta 
fever, and other tests to prove that the 
condition is not something else than tu- 
berculosis. 

What harm may we do by failing to 
make a diagnosis? I cite a case of my own. 
In 1928 a young single woman stenograph- 
er of 22 consulted me because of a hack- 
ing morning cough. I was caring for her 
sister who had advanced tuberculosis and 
soon died. I knew that this stenographer 
had been a great deal with her sister and 
had slept in an adjoining room. The his- 
tory otherwise was negative. There was 
no sputum, no loss of weight, no tiring, 
no apparent fever, no night sweats, no 
pain. Her general health was excellent. 
She looked robust. She had palpitation of 
the heart on excitement. Physical and 
fluoroscopic examinations were negative. 
No x-ray picture of the chest was made. 
Blood pressure was 120/80, the pulse 
rapid, the pulmonary second sound ac- 
centuated over the aortic second sound. 
Temperature was 98.3. The tonsils were 
moderately enlarged. 

This patient did not return for re- 
examination, but I saw her frequently at 
her work and she seemed well. Fifteen 
months later she saw another physician 
who found a cavity in the top of the right 
lung. She later developed a cavity in the 
left lung. I have seen her in consultation 
and know that she has been treated by 
bilateral pneumothorax, that she will 
never he entirely well and that the cost 
of her medical care has been close to 
81000.00 at moderate rates. In addition 
she has lost already about 7 years of nor- 
mal life. 

The coui'se of this case probably in- 
dicates a low resistance to tuberculosis, 
yet had I kept her under observation after 
my first contact with her I might have 
saved her loss of time, money, and health. 
The cost of repeated examinations and 
x-ray films does not compare with Hie loss 
of this girl J s health. 

Let us start in April, 1936, with the 


next case, again a young woman of 22, 
married, with a child 6 month’s of age. 
She had a dry cough, slight fever, no spu- 
tum. Two weeks before, she had spit up a 
little blood and had pain in the right chest 
on deep breathing. She had caught colds 
easily for three years. She had dullness 
over both lungs and scattered fine rales 
following cough in the lower right chest 
in back. Fluoroscopic examination show- 
ed marked shading through the right 
lung and in the upper left. Her hemo- 
globin was SO per cent, the sedimentation 
time 2S minutes, the white count 10,200, 
lymphocytes 20 per cent, and monocytes 
6 per cent. Physical examination alone 
was sufficient in this case to make a diag- 
nosis of tuberculosis. The x-ray film was 
corroborative, hut showed no cavities of 
moment. This girl may recover by a pro- 
longed sanatorium regimen without spec- 
ial treatment. 

By close questioning, we learned that 
this girl had spit up blood two years be- 
fore. She was then an early case of tuhei'- 
eulosis. The physician who saw her made 
a thorough examination and an x-ray film 
of the chest. His diagnosis was probable 
bronchiectasis, hut he suspected tuber- 
culosis and advised the patient to return 
in two months. She did not return. In 
fact she was so unimpressed with the 
need of reexamination that she told me 
her previous examination and x-ray had 
shown no tuberculosis. I believe she was 
wrong and that her former physician did 
caution her. I gain from this incident the 
impression that we, as physicians must 
more strongly urge on a suspected tuber- 
culous patient the real danger of not 
keeping under observation. 

This second case may not he out much 
money because of her failure to avert 
widespread active tuberculosis, hut she 
will have impaired health the rest of her 
life. 

A moi’e favorable case is that of a young 
man, single, a chemist, whom I saw in 
1926. He also was 22. He had had scarlet 
fever at 16, measles at 20, and a cough for 
6 months with some sputum. About 2 
weeks before I saw him he had streaks 
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of blood in the sputum. He bad lost 3 or 
4 pounds. 

Physical examination showed slight 
depression and impairment of the apices. 
The x-ray film was reported by Dr. W. TV. 
Watkins as follows : “Radiograph of this 
chest shows abnormal amount of hi! us 
density about equal on the two sides. 
There is a moderate fibrous striation 
density into the upper lobe areas, more 
marked on the left side over the first, 
second and third interspaces. The shad- 
ows reach well out into the periphery over 
the upper lobe area of each side but do 
not have the definite characteristics of 
parenchymatous activity.” 


Despite the almost negative physical 
examination and almost negative chest 
x-ray this boy’s sputum test was positive. 
It was never positive again. A few months 
of sanatorium regimen put him back to 
work and good health. 

Conclusion : I think it worth while to 
reiterate what you all know. We need 
to be reminded to examine our patients 
thoroughly ; we must examine, reexamine, 
and reexamine. If we find tuberculosis 
early, we not only save lives, but health, 
waste of time, money, and suffering and 
will do much toward stopping the spread 
of this disease. 


TUBERCULOUS EMPYEMA — (Continued from page 17). 


to overcome their empyemas. One of these 
was treated with formalin and glycerine 
and the other was treated with alcohol. 
In two cases treated with alcohol the 
empyemas subsequently returned. One of 
these, in other hands, was treated by open 
drainage which later necessitated exten- 


sive surgery. The patient is now well. The 
second case developed a broncho-pleural 
fistula which also necessitated extensive 
surgery to eliminate the empyema pocket 
and close the fistula. I might say it so 
happened that these cases were all cases 
without mixed infection. 


NEW YEAR RESOLUTIONS 


Resolved: to assist in the further decline 
of the death rate from tuberculosis. 
Resolved: to make earlier diagnosis of 
tuberculosis and to examine every 
contact. 


Resolved : to insist on the segregation of 
the open case of tuberculosis. 

Resolved: to subscribe to the publication 
“Diseases of the Chest” so as to assist 
in carrying forward this program. M.K. 
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Palmer Sanatorium ILLINOIS 
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SURGICAL COLLAPSE OP THE LUNG — (Continued from ppge 14 ). 


and 4S hours after the operation may help 
to prevent anoxemia of the patient. 

The time of the operation should be 
chosen according to the ability of the 
patient to produce his sputum, taking 
place hi the afternoon, if necessary. The 
posture of the patient during surgery is 
perhaps not as important as we have been 
led to believe, and whether the patient 
is operated on sitting up or lying down 
depends on the individual preference of 
the surgeon. 

Extra-pleural thoracopiasfy under lo- 
cal anaesthesia has, in most communities, 
been abandoned since the demonstration 
by Dr. Matson that novocaine containing 
dyes injected into the proximity of the 
intercostal nerve, 6 cm. from the mid- 
vertebral line, may pass along the perine- 
ural nerve space for some distance from 
the point of injection. In discussions we 
have found dye substances in the sheath 
of the rami communicants extending to 
the sympathetic ganglia and also to the 
spinal dura. Thus, it is easy to under- 
stand that the toxic symptoms of novo- 
caine, instead of being due to the hyper- 
sensitivity of the patient, may be caused 
by the rapid absorption of the anaesthe- 
tic by the spinal dura, or by its absorp- 
tion into the sympathetic ganglia. There- 
fore general anaesthesia has almost en- 
tirely replaced the nse of local anaesthe- 
sia and the use of general anaesthesia pre- 
ceded by a hypnotic that is not particu- 
larly depressing to the respiratory system. 


Ethylene seems to give less lung irrita- 
tion, and, because of the high percentage 
of oxygen, the amount, of anoxemia is 
considerably decreased. 

The choice of the first stage is a matter 
of preference, and perhaps the greatest 
area of activity should he attacked first. 
The danger of aspiration into the lower 
lobe when the upper stage of thoraco- 
plasty has been done perhaps has been 
exaggerated. To restore the shoulder func- 
tion, active and passive movements should 
begin a few days after the operation. Post- 
al ar rest on the side of the operation 
should he carried out as soon as possible 
to improve the collapse of the chest wall. 
The patient is placed in an adjustable 
hammock two or three days post-opera- 
tive. This not only increases the amount 
of collapse, but aids in the prevention of 
scoliosis toward the operated side, and 
consequently prevents elevation of the 
shoulder on the side of operation. 

Conclusion. 

The number of cases that should he 
treated by operative collapse therapy is 
higher than one would suppose. If opera- 
tive collapse procedures were utilized to 
the extent indicated many otherwise hope- 
less cases of pulmonary tuberculosis 
would be rehabilitated while a constant 
source of infection would be removed from 
society. 


Reading time of papers in Diseases of the Chest, 5 to 15 minutes. 
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Write for particulars 

THE POTTENGER 

sanatorium 
and CLINIC 

MONROVIA, CALIFORNIA 


For the diagnosis and treatment of diseases of the lungs and pleura; 
asthma and other allergic diseases; asthenics and others who require 
rest and supervised medical care .... An ideal all-year location. 
The grounds surrounding the Sanatorium are beautifully parked and 
add much to the contentment and happiness of patients. 

Close medical supervision. Rates reasonable. 

F. M. Pottenger, f>LD Medical Director 

J. E. Pottenger, M-D. Asst. Medical Director and Chief of Laboratory 

Leroy T. Petersen, M.D. Asst. Physician and Roentgenologist 

F, M. Pottenger, dr., M.D Asst. Physician 


ROCKY GLEN SANATORIUM 

^ < McCONNELSVILLE, OHIO 

For the Medical and Surgical 

<\ AL ” ' Treatment of Tuberculosis 

j— tzA * , DR. LOUIS MARK, Medical Director 

-AjUv yp-O <3 vw '"SB ■ I pp 617 HiEh st - c °’ u,, ' b ' is > °- 

flMj i'-V; JL A. PHILLIPS DR. D. G. RALSTON 

< *i ij 1 \P If 1 Superintendent Resident Med. Director 

if. ‘ 1 ’0-i .SjU DR. A. A. TOMBAUGH 

■ n /■« Resident Physician 


- ' ll 


Where the science of treatment is first 


\l. A. PHILLIPS DR. D. G. 

Superintendent Resident I 

DR. A. A. TOMBAUGH 
Resident Physician 


DR. D. G. RALSTON 
Resident Med. Director 


Graduate Nurses 


Beautiful Surroundings 


Reasonable Rates 


BARFIELD SANATORIUM 

In the Delightful Sunshine of Tucson, Arizona 


EXCELLENT ACCOMMODATIONS 


Karl Barfield 
Managing Owner 


Samuel H. Watson, M.D. 
Medical Director 


METHODIST SANATORIUM 

ALBUQUERQUE, NEW MEXICO 

A modern sanatorium for the Tuberculous — Four large modem well-equipped buildings and fifty cot- 
tages surrounded by beautiful lawns and trees — Open to all physicians — Rates $50.00 to $75.00 per 
month — medical care extra. 

MRS. MINNIE G. GORRELL, Superintendent 


VON ORMY COTTAGE SANATORIUM 


VON ORMY, TEXAS 

FRANK C. COOL. President 

R. a McCORKLE, M.D., Med. Dir. 
W. R. GASTON Manager 


An institution designed for the proper treatment of tuberculosis 
patients at moderate rates. Beautifully located on the Medina River 
near San Antonio, Texas. Splendid all year ’round climate Our 
own dairy and egg supply. Artificial pneumothorax used where 
indicated. Hopeless last stage cases not admitted. Weekly rates 
$15.00. $17.50, and $22.50. For booklet please write the manager. 


When writing please mention DISEASES OF THE CHEST 


29 


January DISEASES OF THE CHEST 1037 

Should we Continue the Examination 
of Children for Tuberculosis? 

Surprising as it may seem In many others, the disease 

to many of ns, the real value BY may be quite well under con- 

of an extensive diagnosis cam- R ‘ B- H0MAN > SR -> MD - (, r ol until the child reaches his 


paign among children lias been 1:1 Pas ' 
questioned, and this by a physician of 
several years experience in the general 
practice of medicine. He calls attention 
to the fact that in studying Roentgeno- 
grams of adults, about forty per cent of 
the plates show old healed and calcified 
lymph nodes about the hiluses, and that 
in these individuals no diagnosis was 
made in childhood, no treatment was 
instituted, the usual life of the average 
child was experienced, and yet these in- 
dividuals apparently overcame the child- 
hood infection, and have experienced no 
apparent inconvenience from it. In his 
opinion, this was sound logic to prove 
that to make a diagnosis of tuberculosis 
in children while the disease was still 
of the childhood type and, therefore, con- 
fined largely to the lymph glands , was 
of little value. 

To many of us such an opinion and 
such reasoning are preposterous, but to 
our friend the reasoning seemed sound 
and the conclusion a fact. Presuming that 
there may be others who concur in this 
opinion, we feel that it may be well to 
enumerate some of the benefits which re- 
sult from an extensive diagnosis cam- 
paign among children. 

1. As to the child. It is undoubtedly 
true that many children do have the child- 
hood type of tuberculosis without ever 
having any inconvenience from it, but, 
on the other hand, a large per cent suffer 
the contrary experience. In some, espec- 
ially if the glandular involvement is ex- 
tensive, there is a caseation and spread 
to the lung itself, becoming the adult 
type, which, as we well know, is usually 
fatal in young children. The same result 
follows in children in whom there is ap- 
parently a natural low resistance to tu- 
berculosis. 


exas teens when he is going through 
that trying stage of development, which 
makes unusual demands upon the phys- 
ical strength. In addition, he is assuming 
the added burdens of high school and 
college, as well as many social demands, 
all of which contribute to so lowering the 
resistance that active tuberculosis of the 
lung results. We all know the difficulties 
encountered in overcoming the disease 
during that stage in life. 

So while it is true that some of those 
who receive the infection in childhood 
escape further inconvenience from the 
infection, no doubt many more would do 
so if the diagnosis were made at the pro- 
per time and the child have the super- 
vision and care which it should have. 

2. To the community. It is a well known 
axiom that every case of tuberculosis 
comes from another case. It is a very dif- 
ficult matter to find the oilier case in the 
average community with our ordinary 
methods of investigation. 

In most diagnostic campaigns among 
school children and other groups, the 
finding of tuberculous children has been 
the means of locating many heretofore 
unknown open cases of tuberculosis in 
the community. With the institution of 
proper sanitary measures, the further 
spread of (he disease from such open 
cases is avoided, thus making the cam- 
paign of great value to the community. 

In this age of preventive medicine, let 
us not question any measure which, even 
in a small way, provides a means for re- 
ducing (he source of infection in any of 
our in fectious and contagious diseases. 

Start The New Year 
BIGHT 
Subscribe To 

DISEASES OF THE CHEST 
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Is Your Sanatorium Listed 
in 

DISEASES OF THE CHEST? 

« 'inquire for advertising rates” 


Chenik Hospital 

3105 CARPENTER AVE., DETROIT, MICH. 

Phone: Townsend 8-1025 
An institution designed for the proper care 
of tuberculosis patients at moderate rates. 
Thoroughly equipped for the medical 
and surgical treatment of tuberculosis. 


ST. MARY’S SANATORIUM 

{Contacted by the Sisters ot St. Joseph's, 
Carondelet, St Louis, Mo.) 

Rooms 'nth sleeping porches, running water, con- 
necting and private baths, nursing care, good food 
and reasonable rates. 


TUCSON 


— ARIZONA 


BANNING SANATORIUM 

Banning — California 

l&o&ent m every reaped and coirftatteA Vn accurd- 
ance with the high standards of an accredited 
institution, individual bungalows and cottages with 
private baths. Registered nurses with special train- 
ing for the care of tuberculous cases. Nutritious food 
and tray service. Reasonable Rates. 

“■Write for Booklet*' 

A. L. BRAMKAMP, M.D., Medical Director 


CANYON SANATORIUM 

Nestled in the Foothills 
REDWOOD CITY, CALIFORNIA 

Ralph B Scheier, M.P » Medical Director 


SUNNYSIDE SANATORIUM 

In the Hills of 

KEEBVILLE, TEXAS 

MODERATE 

W. R. FICKESSEN. M.D.. Med. Director RATES 


DR. FARMER’S SANATORIUM 

SAN ANTONIO, TEXAS 

A climate unsurpassed in which to get well. A 
fascinating city in which to live. A home-like 
institution Moderate rates. Artificial Pneumo- 
thorax given in suitable cases. Medical Director 
lives in Sanatorium. 

Address W. C. Farmer, M.D., Medical Director 
315 Gibbs Building, San Antonio, Texas 


MULROSE SANATORIUM 

“Pride of San Gabriel Valley” 

DUARTE, CALIFORNIA 
MORRIS ROSEMAN, Superintendent 


LAUREL BEACH SANATORIUM 

SKATTLE (On the Salt Water Beach) WASHINGTON 

A private sanatorium fully equipped for the modern treatment of Chest Diseases X-Ray, Fluoroscope, 

Pneumothorax, Phrenectomy and Thoracoplasty. .. .Special diets when required; private and semi-private 
rooms. Rates: From $25.00 per week up, including medical care. 

FREDERICK SLYFIELD, M.D. JOHN E. NELSON, M.D. RAYMOND E TENNANT, M.D. 






vi v?- 


Rates S15.00 per week and up 
Nurses care and medical attention included 


THE 

Long Sanatorium 

EL FASO, TEXAS 

MODERNLY EQUIPPED 
FOR THE CARE AND 

TREATMENT of TUBERCULOSIS 
IN ALL STAGES 

Write for Descriptive Booklet 

A. D. LONG, M. D. 

MEDICAL DIRECTOR 


DOCTOR: SEND YOUR NEXT PATIENT TO THE 


NORUMBEGA SANATORIUM 

MONROVIA — CALIFORNIA 

A modern 18 bed sanatorium with a double suite of rooms for each pa- 
tient- beautifully situated in the foothills of the Sierra Madre mountams 

’ FRANK PORTER MILLER. M.D . Medical Director 
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6 — CHEMOTHERAPY IN TUBERCULOSIS 

7— CLIMATE IN ASTHMA 
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0 COUGH „ Arnold Mintnp, M D , Denver, Colo 
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—By Robert O. Brown, M.D., Santa Fe, N. M. 


-EARLY PULMONARY. TUBERCULOSIS— (2 Parts) 


— By Champnejs H. Holmes, M.D., Atlanta, Georgia 
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. , . By S. C Davis, M.D , and Bedford A. Wilson. M.D.. Tucson Artr 

11 EMPYEMA IN INFANTS AND CHILDREN - . By Don F. Catbcart MD Atlnntn Penn* . 

12 ENVIRONMENT IN THE TREATMENT OF PULMONARY TUBERCULOSIS 
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, EE “ — " By F. M. Pottenger, M.D , Monrovia. Calif. 
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1G HILUM TUBERCULOSIS IN ADULTS — —By Carl Mulky, M.D, F.A.C P , Albuquerque N M 

1C— HISTORY Or THE SANATORIUM MOVEMENT IN AMERICA __ By Frank E. Mera, M.D.. Santa Fe N M 

17— HOW NOT TO TREAT TUBERCULOSIS _ _ By Edwin S. Bennett, M.D., Los Angeles. Calif' 

18 — IMMUNOLOGICAL RESPONSE TO DIFFERENT PROTEINS OF THE TUBERCLE BACILLUS 

By C. H. Boissevain, M.D.. Denver. Colorado 
■ -INDICATIONS FOR COLLAPSE THERAPY _ - By Edw. W. Schoenheit, M.D., Asheville N C 

20 — INTRAPULMONARY INFECTION OF BRONCHOGENIC ORIGIN 

By Carl J. Jobannesson. M.D , Walla Walla, Wash 

21 — JUVENILE TUBERCULOSIS — By Max Rothschild, M.D, Belmont, California 

22 KEEPING THE DISEASE IN MIND — — — -By Kenneth Paul Jones, M.D , Olive View, Calif. 

23 — -LARYNGEAL TUBERCULOSIS - — — — By H, Beattie Brown, M.D., Saranac Lake, N. Y. 

24— LARYNGEAL TUBERCULOSIS AND THE ELECTRIC CAUTERY - -By W. E. Vandevere, M.D., El Paso. Texas 

2G — NECROPSIES IN TUBERCULOSIS By Emil Bogen, M.D , Olive View, California 

2 G— PAP WORTH VILLAGE SETTLEMENT: ITS HISTORY AND AIMS 

By Sir Pendrill Varrier-Jones, F.R C P., Cambridge, England 

27— PRESENT DAY' CONCEPTION OF RENAL TUBERCULOSIS _ ..By Ell A. Miller, M.D., Denver, Colorado 

28 — PRIMARY CANCER OF THE LUNG AND ITS RELATION TO PULMONARY' TUBERCULOSIS 

By Scott D. Gleeton. M.D., Monrovia, California 

29— USE OF X-RAYS IN TRACING THE REACTIONS OF TUBERCULOSIS IMMUNITY 

By Henry Sewell, M.D , Denver, Colorado 

30— REHABILITATION AT ALTRO WORKSHOPS — „ _ _ By Edward Hochhauser, New York, N. Y. 

31— REQUIREMENTS FOR THE CARE OF THE TUBERCULOUS PATIENT 

By M. A. Cunningham, M.D., Deming, N. M 

32— RESISTANCE AND TUBERCULOSIS _ - _ — By Carl H. Gellenthien. M.D., Valmora. N. M. 

33— REST IN THE TREATMENT OF TUBERCULOSIS _ By J. E. J. Harris, M.D . Albuquerque, N. M. 

34— SANATORIUM VERSUS HOME TREATMENT FOR PULMONARY TUBERCULOSIS 

By E. W. Hayes, M D., Monrovia, California 
3G — SILICOSIS AND TUBERCULO-SILICOSIS _ By Frank Porter Miller, M.D., Los Angeles, California 

36 — SOME FALLACIES IN THE TREATMENT OF PULMONARY TUBERCULOSIS 

By Robert B. Homan, Jr„ M.D., El Paso, Texas 

37 — SPONTANEOUS PNEUMOTHORAX By H. Frank Carman, M D , Dallas, Texas 

38 — SUNLIGHT IN TUBERCULOSIS _ _ - By A. R. Masten, M D , Whentridge. Colo 

39 SUPERVISED GRADUATED EXERCISE IN THE TREATMENT OF PULMONARY' TUBERCULOSIS 

By S. E Thompson, M.D, Kerri We, Texn * 

40— SURGERY OF LUNG TUBERCULOSIS - — - - - By Carl H. Gellenthien, M.D , Valmora, N. M 
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WE WILL SEND TO YOU PREPAID 


All of these 


62 Papers and 42 Sel 


ibstracl:s 


PLUS ONE YEAR’S SUBSCRIPTION 


Diseases of the Chest 

Journal of the Federation of American Sanatoria 

All For $2.00 NOW 


Fill in this blank to receive this unusual offer 


(Good in the United States of America only) 


DISEASES OF TEE CHEST 
P. O. Box 1069, 

El Paso, Texas. 

I am enclosing a for Two Dollars, 

for which you will please send to me prepaid the 62 papers whose titles appear 
on the opposite page, the 42 selected abstracts and one year’s subscription to the 
publication DISEASES OF TEE CHEST. 


Name 

Street or Building.. 
City 


State. 



